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This report summarizes recommendations for uni- 
form therapeutic criteria in rheumatoid arthritis. The 
need for such criteria arose from the recognition of 
the confusing language and standards found in the 
many therapeutic reports on this disease. In an effort 
to develop common standards for the evaluation of 
therapy in this condition, the Committee for Thera- 
peutic Criteria of the New York Rheumatism Associa- 
tion was formed in 1945. A number of previous 
attempts had been made to establish some order in 
this subject. 

One of the chief difficulties which confronted us was 
the varied language used in the body and conclusions 
of articles on therapy which did not lend themselves 
to any accurate appraisal. For example, in presenting 
their conclusions, writers reporting results employed 
such terms as excellent, good, improved, greatly 
improved, moderately improved, objectively improved 
and so on. [ven investigators using the same methods 
of therapy have reported their results in different 
language, not quite comparable. It becomes obvious 
that the reader can, in no possible way, intelligently 
determine what is meant by these many terms, nor 
can he usefully compare the results so reported. 

The Committee soon encountered the manifest diffi- 
culty inherent in therapeutic evaluation in any disease 
of unknown causation with no specific treatment. One 
of the great problems involved here is the enormous 
influence of subjective factors in the assaying of results, 
on the part of investigators as well as patients. Espe- 
cially confusing are attempts to evaluate the response 
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of pain in patients receiving treatment. The psycho- 
genic influence of any new type of therapy, or even 
the psychologic impact of a change in physicians, 
accounts for another confounding factor in reporting 
results. It was decided, therefore, that a common 
language of therapeutic effectiveness is possible and 
feasible only in terms of the objective evidence pre- 
sented by patients during the course of observation. 
For this reason the fundamental thesis of this work, 
“therapeutic criteria,” is based entirely on objective 
information. 

Early in our efforts, we noted many pitfalls in the 
evaluation of results. One of them was the inclusion, 
by many investigators, of patients in whom the diag- 
nosis of rheumatoid arthritis was questionable. To 
minimize the possibility of confusion in this regard, 
we have embodied in our recommendations a definition 
of rheumatoid arthritis. It follows closely the pattern 
established by the primer on rheumatism published by 
the American Rheumatism Association. 

It should be noted that these therapeutic criteria are 
intended for application only to patients presenting a 
clearcut diagnosis of rheumatoid arthritis, although 
those with juvenile rheumatoid arthritis, or rheumatoid 
arthritis with valvular heart disease, need not be 
excluded. Conditions to which the criteria do not apply 
include ankylosing spondylitis, psoriatic arthropathy, 
the arthritis of ulcerative colitis, Felty’s syndrome, 
Reiter’s syndrome and any cases in which the distine- 
tion between atypical rheumatoid arthritis and one of 
the specific infectious arthritides cannot be made with 
certainty. 

Another problem which confronted us was the fact 
that many of the investigators did not seem to recog- 
nize the natural fluctuations of the disease, which in any 
period of observation may lead to a spontaneous remis- 
sion unrelated to therapy. Similarly, exacerbations or 
relapses are frequent, since the disease is usually pro- 
gressive. It becomes important, therefore, to have the 
period of observation for therapeutic evaluation of suf- 
ficient length of time to take into account the natural 
history of the disease. For this purpose the Committee 
recommends that each method of therapy should have 
its own arbitrary time limit established for initial thera- 
peutic response to exclude the factor of spontaneous 
remission. . At least a one year follow-up period should 
be included in any therapeutic study to provide a com- 
parison with the initial response to treatment in this 
condition. Complete remission is the most significant 
index to the effectiveness of any specific therapeutic 
agent. Furthermore, to avoid errors arising from mis- 
interpretation of the natural fluctuations of the disease, 
the Committee recommends that minor improvement 
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(grade III), as indicated later, should not be con- 
sidered significant. Therefore, it should not be included 
in any statistical summary of a therapeutic agent or 
procedure. This precaution is necessary to avoid mis- 
leading lumping of “favorable” results. 

In the reporting of therapeutic results, it is obviously 
of prime importance to consider the extent of involve- 


TaBLe 1.—Classification of Rheumatoid Progression 


Extra-Articular 
Lesions 


(Nodules 
Roentgenologice Muscle Teno- Joint 
Stage Signs Atrophy vaginitis) Deformity Ankylosis 
I Osteoporosis 0 0 0 0 
sometimes no 
destructive 
changes 
II Osteoporosis Adjacent May be 0 0 
slight carti- present 
lage or sub- 
chondral bone 
destruction 
present 
III Osteoporosis Extensive May be Subluxation , 0 
cartilage present ulnar devia- 
destruction tion and/or 
bone destruc- hyperexten- 
tion sion 
IV Same as III Extensive May be Same as III Fibrous 
with bony present or bony 
ankylosis ankylosis 


ment in each case at the beginning of therapy. To 
facilitate such evaluation we have proposed a classifica- 
tion of patients according to the stage of the disease 
at the start of treatment. 

The classification of patients according to the stage 
of involvement at the beginning of treatment serves 
several important functions. It is a useful index to 
future progression of the disease. In_ therapeutic 
studies it enables the individual observer to notice any 
differences in the response of each group in the various 
stages. In this way it also offers a logical basis of 
comparison by various investigators employing the 
same form of treatment, permitting them to distinguish 
any possible differences in their results and those of 
others due to grossly unequal numbers of patients in 
similar stages in each study. 


From a practical point of view, the patient’s func- 
tional capacity is important. However, the evaluation 
of therapeutic results has long been confused by the 
failure to distinguish between the effects of therapy 
on rheumatoid activity in contradistinction to its influ- 
ence on functional capacity. Although remission of 
rheumatoid activity is likely to be accompanied with 
commensurate improvement in the mobility of affected 
joints, functional capacity may vary considerably in 
spite of an unaltered rheumatoid process, or as a result 
of such different procedures as orthopedic measures, 
physical therapy, psychotherapy and many others which 
improve function without altering the activity of the 
disease. Functional impairment is not necessarily pro- 
portionate to the structural damage, although such a 
relationship is common. 

The ideal specific is an agent which will give lasting 
arrest of rheumatoid activity in all cases. At the 
moment there is no such remedy. It becomes neces- 
sary, therefore, to distinguish between those therapeutic 
agents which show measurable objective effects aad 
those which only influence subjective and/or functional 
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features ofthe disease. For that reason especially, the 
criteria must be based entirely on objective evidence. 

Wherever possible, precision instruments, such as a 
tape measure and goniometer, should be used in esti- 
mating the amount of swelling and motion for the 
purpose of reporting the progress of the disease being 
treated. 

The Committee believes, however, that any evaluation 
should be based on the over-all picture and should not 
be unduly influenced by any laboratory procedure or 
any one feature of the disease. 

In the course of the Committee’s efforts to arrive at 
practical therapeutic criteria, it became increasingly 
clear that the effective use of such standards requires 
agreement on other preliminary considerations. These 
have been designated as supplementary aids to the 
therapeutic criteria. They consist of a definition of 
rheumatoid arthritis, a classification of the stages of 
rheumatoid arthritis and a classification of functional 
impairment. These now are presented and are followed 
by the therapeutic criteria for the response of rheuma- 
toid activity. Finally, a brief exposition is included 
on the application of the therapeutic criteria and sup- 
plementary aids as a system of classification and evalua- 
tion. They are recommended by us to provide the 
common language and standards so sorely needed in the 
therapeutic investigation of rheumatoid arthritis. — 


DEFINITION OF RHEUMATOID ARTHRITIS 

Rheumatoid arthritis is a systemic disease of 
unknown causation, occurring at all ages. It may be 
acute, subacute or chronic. It may be reversible, espe- 
cially in the early stages. It is generally a chronic 
progressive disease, with joint involvement as the chief 
manifestation. Ordinarily, it is polyarticular and 
usually symmetric. The typical joint swelling presents 
a fusiform appearance. The affected joints are char- 
acterized by pain, stiffness, swelling and, many times, 
other signs of inflammation. Subcutaneous nodules, 
tenovaginitis and muscular atrophy are frequent con- 
comitants. The rheumatoid process often progresses 
to deformity, subluxation and/or ankylosis. The sig- 
nificant pathologic changes as a rule consist of pro- 
liferation of the synovial tissue, joint effusion and 
roentgenologic evidence of osteoporosis and destruction 


TaBLe 2.—Classification of Functional Capacity 


Class 
I Complete 
Ability to carry on all usual duties without handicaps 
Il Adequate for normal activities 


Despite handicap of discomfort or limited motion at 
one or more joints 


Limited 
Only to little or none of duties of usual occupation or 
self care 
IV largely or wholly 
Bedridden or confined to wheelchair; little or no self care 


of cartilage and subchondral bone. Systemically, there 
is usually an elevation of the erythrocyte sedimentation 
rate and sometimes leukocytosis, anemia, fever, vaso- 
motor imbalance, loss of weight and anorexia. Although 
the course of this condition tends to be progressive, 
with exacerbations, it may be punctuated by spon- 
taneous remission, 

In early rheumatoid arthritis joint swelling may be 
absent. The presence of such swelling, however, is a 
prerequisite for inclusion of a patient in any thera- 
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peutic study. Other causes of joint swelling, such as 
rheumatic fever, gout, osteoarthritis and rheumatoid- 
like disorders should be excluded. A doubtful case 
should be omitted from any therapeutic investigation. 


CLASSIFICATION OF STAGES OF RHEUMATOID 


ARTHRITIS 

To insure more accurate and reliable classification, 
certain characteristics of the disease, limited to the 
joints and adjacent structures, can be employed to 
distinguish the various stages of progression. These 
may be divided into four stages according to the clinical 
signs and roentgenologic changes. 

Rheumatoid arthritis may be active or inactive. Dur- 
ing activity, regardless of the stage, spontaneous remis- 
sion may occur. Certain clinical and laboratory features 
characterize the various degrees of activity and may 
be present in any stage. These features are: elevation 
of erythrocyte sedimentation rate, leukocytosis, anemia, 
fever, vasomotor and trophic disturbances, weakness, 
joint tenderness, swelling and less of weight. Some 
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Stage III, Severe 
*1. Roentgenologic evidence of cartilage and bone destruction, 
in addition to osteoporosis. 
*2. Joint deformity, such as subluxation, ulnar deviation or 
hyperextension, without fibrous or bony ankylosis. 
3. Extensive muscle atrophy. 
4. Extra-articular soft tissue lesions, such as nodules and 
tenovaginitis, may be present. 
Stage IV, Terminal 
*1, Fibrous or bony ankylosis. 
2. Criteria of stage III. 


Any two or more of these stages may coexist in 
different joints in the same patient, but usually the 
process advances to an approximately similar degree 
in multiple joints. Since it is not practical to appraise 
the disease according to the stage of each affected joint, 
it is expedient to classify each case according to the 
status of the worst joint. It should again be empha- 
sized that in any stage the disease may be considered 
active or inactive, and, if active, the degree of thera- 


TaBLE 3.—Response of Rheumatoid Activity to Therapy 


Signs of 


Signs of 
Systemic Joint Extra-Articular 
Grade Signs Inflammation Activity 
I 
Complete remission.... oF o* 
Il 
Major improvement... Elevated -~- Only minimum* Minimum* (no 
rocyte sedi residual joint new sites) 
tation rate and/ swelling (no new 
or vasomotor es) 
imbalance per- 
missible 
Ill 
Minor improvement... Decreased* Only partially* §Decreased* (no 
resolved (no new sites) 
new sites) 
IV 
Unimprovement ..,...  Undiminished* Same* or worse Same or new 


sites or exacer- 


bation* 


Remaining Erythrocyte 
Impairment of Articular Sedimentation Roentgenologic 
Joint Mobility Deformity Rate Signs 
Due only to ir- Due only to ir- o* No progression 
reversible reversible 
changes changes 
Only consistent Due only to May be elevated No progression 
with minimum irreversible 
residual activity changes 
In relation to May be present May beelevated No progression 
inflammation 
Same, better or Present or not Any rate Changes indica- 
worse of progres- 
sion 


* Indicates criteria required to be present. 


of these may become more pronounced with advancing 
and persistent inflammatory c! langes. 

At any stage of the disease certain of the objective 
features may be present and may be recognized clini- 
cally or roentgenologically, such as persistent joint 
swelling with or without effusion, tenderness, stiffness 
and limitation of motion. 


Certain characteristics in the progression of the dis- 


ease, chiefly structural changes, may be used to differ- 


entiate the various stages. 
following outline ?: 
Stage I, Early 

*1, No destructive changes roentgenologically. 

2. Roentenologic evidence of osteoporosis may be present. 
Stage II, Moderate 

*1. Roentgenologic evidence of osteoporosis, with or without 


slight subchondral bone destruction; slight cartilage 
destruction may be present. 


*2. No joint deformities, although limitation of joint mobility 
may be present. 
3. Adjacent muscle atrophy. 


4. Extra-articular soft tissue lesions, such as nodules and 
tenovaginitis, may be present. 


These are embodied in the 


2. The criteria prefaced by an asterisk are those which must be present 
to permit classification of a patient in any particular stage or grade. 


peutic response is determined according to the criteria 
to be outlined 


Hypertrophic articular changes occur frequently in 
the late decades, and they are usually of little impor- 
tance in rheumatoid arthritis in the clinical, pathologic 
and functional features and their response to treatment. 


CLASSIFICATION OF FUNCTIONAL IMPAIRMENT 

The following classification of functional impairment 
is recommended as an adjunct to the criteria for the 
stages of rheumatoid arthritis 
Class I 

Complete functional capacity with ability to carry on all 
usual duties without handicaps. 

Class II 

Functional capacity adequate to conduct normal activities 
despite handicap of discomfort or limited mobility of one or 
more joints. 

Class III 

Functional capacity adequate to perform only little or none 
of the duties of usual occupation or of self care. 
Class IV 


Largely or wholly incapacitated with patient bedridden or 
confined to wheel-chair, permitting little or no self care. 
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THERAPEUTIC CRITERIA FOR RESPONSE OF 
RHEUMATOID ACTIVITY 


To provide the most convenient and reliable means 
of assaying results, four categories of response of 
rheumatoid activity to treatment are recommended. 
These range from grades I to IV. Grade I represents 
maximum improvement; grade IV no improvement, 
and grades II and III intermediary stages. The cri- 
teria * are based entirely on objective evidence, since 
subjective symptoms are considered unreliable. 

Grade i, Complete Remission 
*1. No systemic signs of rheumatoid activity (see definition). 
*2. No signs of joint inflammation. 


*3. No evidence of activity in any extra-articular process, 
including nodules, tenovaginitis and iritis. 


*4. No remaining impairment of joint mobility, other than 
that associated with irreversible changes. 


. No elevation cf erythrocyte sedimentation rate. 


. Articular deformity, or extra-articular involvement due 
to irreversible changes, may be present. 


te 


Ou 


Grade II, Major Improvement 
*1. No systemic signs of rheumatoid activity, with exception 
of an elevated sedimentation rate and vasomotor imbalance. 


*2. Major signs of inflammation resolved, such as heat, red- 
ness of joints and of extra-articular involvement. 


*3. No new rheumatoid process of intra-articular or extra- 
articular structures. 


. Minimum joint swelling may be present. 

. Impairment of joint mobility associated with minimum 
residual activity may be present. 

. Articular deformity, or extra-articular involvement due 
to irreversible changes, may be present. 


Grade III, Minor Improvement 


Any decrease in signs of rheumatoid activity inadequate to 
fulfil the criteria of grade II: 


*1. Diminution of systemic signs of rheumatoid activity. 
*2. Signs of joint inflammation only partially resolved. 


*3. No evidence of extension of rheumatoid activity into 
additional articular or extra-articular structures. 


Decreased but not minimum joint swelling present. 
Impairment of joint mobility due to residual inflammation 
may be present. 

. Articular deformity, or extra-articular involvement duc 
to irreversible changes, may be present. 


— 


Grade 1V, Unimprovement or Progression 


*1. Undiminished signs of rheumatoid activity, regardless of 
functional capacity. 


— 


*2. Exacerbation of any previously involved joint or joints, 
or development of new sites of rheumatoid activity. 


. Roentgenologic changes indicative of progression of the 
rheumatoid process, excepting hypertrophic changes. 

. In the presence of one or more of the aforementioned 
criteria, improvement in other features, including a nor- 
mal or lowered erythrocyte sedimentation rate, not sig- 
nificant. 


* 


w 


APPLICATION OF THE THERAPEUTIC CRITERIA 
AND SUPPLEMENTARY AIDS AS A SYSTEM 
OF CLASSIFICATION AND EVALUATION 
The first consideration in undertaking the treatment 
of a patient with rheumatoid arthritis is to determine: 
(1) the stage of the disease, (2) the presence of rheu- 


matoid activity and (3) the degree (class) of functional 


impairment. A patient therefore would be classified 
as having rheumatoid arthritis, active or inactive, 
stage ——, class 
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With treatment the stage of the disease rarely 
improves. However, e:ther rheumatoid activity or 
functional impairment, or both, may respond. For the 
purposes of clinical evaluation of response to treatment, 
therefore, there are two variables—rheumatoid activity 
and functional impairment. It is the opinion of the 
Committee that rheumatoid activity represents the 
crucial basis for assessment of the effectiveness of any 
therapeutic agent. For the purposes of evaluation of 
the response of rheumatoid activity to any treatment, 
the signs of active disease presented by the patient 
at the initial examination constitute the maximum evi- 
dence of rheumatoid activity in that person, and form 
the basis for determination of response to therapy by 
decrease in those signs of activity. For example, a 
patient at the beginning of treatment may be in 
stage III, active, class IV, and can, after a suitable 
period of therapy still be in stage III, yet may show 
grade Il improvement of rheumatoid activity and 
class II functional capacity. The-classification of func- 
tional impairment together with the criteria for thera- 
peutic response of rheumatoid activity can give a 
helpful insight into the usefulness of the whole treat- 
ment program, which may include such general pro- 
cedures as physical therapy, rehabilitation measures, 
psychotherapy, orthopedic corrections, analgesic and 
constitutional therapy and many others. For the pur- 
pose of evaluating specific therapeutic agents, this 
Committee recommends that reports of such treatment 
should be based only on the “Criteria for Therapeutic 
Response of Rheumatoid Activity.’ 


DIETHYLSTILBESTROL IN MUMPS ORCHITIS 
Prophylactic and Therapeutic Use 


ARCHIBALD L. HOYNE, M.D. 
JEROME H. DIAMOND, M.D. 


an 
JOSEPH R. CHRISTIAN, M.D. 
Chicago 


Epidemic parotitis, although primarily a disease of 
childhood, has been reported in all ages from infancy 
to senility. The greatest incidence is between 8 and 14 
years. The virus of mumps, like that of other virus 
diseases, involves all the systems of the body at the 
onset, and, according to the thesis of Philibert, com- 
plications are, in reality, exaggerated or latent mani- 
festations of the disease. ‘Therefore, the so-called 
complications may not seem to follow the initial infection 
but may be concurrent or precede clinical evidence of 
parotitis. Because these facts have been demonstrated 
repeatedly, it would be theoretically ideal to have 
prophylactic measures instituted at the time infection 
takes place. 

Statistically, approximately 1 out of every 5 men 
experiences testicular involvement as a result of mumps. 
This complication most commonly occurs on the fourth 
to the seventh day of the disease. It is usually ushered 
in with chills, inguinal pain and pressure sensation 
over the entire scrotum. There may or may not be 
an associated difficulty in urination. Early physical 
examination often reveals a thin, shiny, slightly red- 
dened scrotum, and pressure elicits pain over the entire 
region. The testicle may be slightly enlarged, and the 
epididymis is usually shotty. After this initial tran- 
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sitory period a rapid enlargement of the testes occurs. 
The swelling may be hydrocele-like or may be stony 
hard, but in either case it is extremely tender and 
exquisitely painful to touch. The testicle may reach 
the size of a large orange, and in 1 out of every 6 
cases it may be bilateral. Atrophy occurs in approx- 
imately 55 per cent, but there is restoration of function 
of the undamaged tubules when the inflammatory 
process subsides. This usually occurs in seven to ten 
days. 

Lack of trauma and strict bed rest in the early phases 
of the disease seem to have no bearing on the incidence 
of epididymo-orchitis. This is the severest complica- 
tion of mumps, but it is almost never seen in children 
before puberty. 

In view of the experimental work done with estrogens 
on the testes of laboratory animals, as well as human 
beings, it has been postulated that an inhibition of the 
normal function might be beneficial in inflammatory 
conditions of the testicle and that estrogens may be 
of prophylactic value when these conditions are 
imminent. 

The normal physiologic action of estrogen and the 
effects produced by large amounts of the substance in 
the body tissues of both laboratory animals and human 
beings have been shown both experimentally and 
clinically to be quite distinct. Zondek,' in 1940, 
demonstrated in human beings as well as in laboratory 
animals that high concentrations of estrogens in the 
body tissues inhibit the normal function of the ovaries 
and testes. Experimentally, the injection of estrogenic 
substances has produced a definite retardation of 
development of the testes in immature male subjects, 
as well as degciuerative changes in the testes of adult 
animals. Also, temporary sterilization in the male 
human being has been accomplished by injection of 
estrone. 

Diethylstilbestrol differs from the naturally occur- 
ring estrogens in that it does not possess a cyclopenteno- 
benzanthracene nucleus. But the structure of diethyl- 
stilbestrol is not greatly unlike the derivatives of 
cyclopentenobenzanthracene. This similarity of struc- 
ture is in all probability the responsible factor in the 
almost identical pharmacologic activity of the natural 
and synthetic estrogenic substances. 

The frequency of orchitis in mumps varies in dif- 
ferent series and with epidemics. In some years the 
incidence is low, while in others the virus seems to 
have a predilection for the testes, and the presence of 
orchitis is much higher, Radin,? in 1917-1918, reported 
an incidence of 13.91 per cerit, and: Bang,’ in 1943, 
reported 66 per cent. Bailey and Haerum?‘ reported 
this complication in 19.9 per cent of their series, while 
Dermon and LeHew ° found that in 35 per cent of their 
patients with mumps orchitis developed. _McGuiness 
and Gall® reported 36.2 per cent orchitis as a com- 
plication in their cases, but Worden? reported only 
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a 16.4 per cent incidence in his series. In Rambar’s ° 
patients, orchitis occurred in 28.83 per cent of the 
controls. For Eagles’® series, the incidence of orchitis 
for four consecutive years was 21.25 per cent, 24.33 
per cent, 27.03 per cent and 24.28 per cent, with an 
average of 25.12 per cent. 

In view of the great frequency of orchitis in the 
adult, the average being between 18 and 25 per cent, 
the accompanying loss of additional man-days due to 
this complication is very important. This is true 
especially when epidemics strike in institutions, large 
organizations or military personnel, and has stimulated 
several investigators to try various methods to prevent 
this complication. 

Measures have been used both prophylactically and 
therapeutically. Prior to the introduction of prophy- 
lactic serum, strict bed rest was often the only treatment 
instituted. The latter has been shown to be of no 
value, as it does not lessen the possibility of orchitis. 

The use of convalescent mumps serum as a prophy- 
lactic agent was first reported by Hess,'® who found 
it very dependable. Since then a number of other 
workers have had equally good results with convalescent 
serum for passive immunization after exposure to 
mumps. 

Some investigators then tried convalescent serum to 
prevent orchitis in mumps. Rambar* gave 49 ce. of 
convalescent serum intravenously to 86 men on the 
first day of their clinical symptoms. One hundred 
and sixty-three men constituted his control group. 
Orchitis occurred in 14, or 16.27 per cent, of the men 
given serum, and in 47, or 28.83 per cent, of the control 
group. Bailey and Haerum,* Iverson and de Lavergne 
and Florentin used convalescent serum with decidedly 
different degrees of success. It appeared to be of 
definite value in some series, while in others the results 
did not vary greatly from those in the control groups. 

Candel and his co-workers '' used pooled normal 
plasma as a prophylactic agent. Seventy-five men 
served as a control group, and 30 patients received 
100 cc. of pooled plasma immediately on admission. 
The incidence of orchitis in the control group was 
22.6 per cent and 20 per cent in the group receiving 
plasma. Thus it would seem that plasma is of little 
or no value in that dosage. 

Another factor to be considered in the use of serum 
or plasma is the high incidence of infectious hepatitis 
as observed following World War II. This is a defi- 
nite drawback to their administration, regardless of 
their worth as prophylactic agents. However, ultra- 
violet irradiation of the serum or plasma may be an 
aid in prevention of this further complication. 

Gellis, McGuiness and Peters‘? selected gamma 
globulin as a prophylactic agent. In one series gamma 
globulin prepared from convalescent mumps serum was 
used, and in the second series the gamma globulin was 
prepared from normal human pooled plasma. In the 
first series, 51 patients were treated with 51 controls. 
The incidence of orchitis in the controls was 27.4 per 
cent, while in the treated patients it was only 7.8 
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per cent. Those receiving gamma globulin in the 
second series (that prepared from pooled plasma) con- 
sisted of 67 patients, and there were 67 controls. 
incidence of orchitis was 26.8 per cent in the controls 
and 20.9 per cent in the treated patients. If this 
series only those patients with clinical symptoms of 
twenty-four hours or less were included. The results 
with convalescent serum gamma globulin indicate a 
high prophylactic efficiency, while the pooled plasma 
gamma globulin seems to be of little worth. However, 
the injection of convalescent serum gamma globulin 
was restricted to patients with parotitis of twenty-four 
hours’ duration or less. Therefore, this procedure may 
have a somewhat limited value. Gamma globulin, in 
contrast to results with serum or plasma, has not been 
shown to cause infectious hepatitis, but it is not always 
readily available. 

In the past, the treatment of mumps orchitis has 
been primarily symptomatic. Strict bed rest, support 
of the testes by a scrotal bridge, cold applications to 
the scrotum and salicylates and codeine to relieve pain 
have been the measures commonly favored. However, 
in 1912, Smith ?* first described incision of the tunica 
albuginea to relieve the pressure on the testes. Since 
then Wesselhoeft and Vose'* have expressed their 
belief that surgical treatment may de definitely indicated 
but should be reserved only for patients in whom the 
severity "of the symptoms warrants intervention. Pre- 
scribing of heat, cold and/or morphine is incidental, 
in their opinion, as it would be in any acute condition 
when operation is required. They express the belief 
that convalescent serum is ineffective and illogical in 
treatment of orchitis and debatable as a prophylactic 
agent. Nixon and Lewis” stated that convalescent 
serum is ineffective when used to prevent orchitis in 
parotitis. However, they asserted that early surgical 
treatment is of value in relieving symptoms, shortening 
the period of disability and preventing subsequent 
atrophy. Finn and Palmberg** reported 3 cases in 
which surgical treatment gave good results. 

In contradistinction to the advocates of surgical 
treatment, Rambar,’’ while in the navy, reported 2 
cases of severe mumps orchitis treated with 1 unit of 
pooled human plasma each, with dramatic relief of pain, 
drop in temperature and subsidence of swelling. 
Smith ** also used pooled plasma for the treatment of 
orchitis. In 5 cases (12.5 per cent of his patients with 
mumps) he administered 1 unit (500 cc.) of pooled 
plasma intravenously and reported results varying from 
excellent to dramatic. Rambar* described another 
series in which he used both convalescent serum and 
pooled plasma. Of 56 patients, 30 were reserved as 
controls, 13 each had 1 unit (500 cc.) of pooled normal 
plasma, 10 received 40 cc. doses of convalescent serum 
and 3 had both serum and plasma. The results showed 
the average number of febrile days in the treated group 
to be 4.5 and in the untreated group 5.5. Thus the 
value of serum or plasma as a therapeutic agent could 
not be demonstrated by this study. 

The fact that orchitis rarely occurs in the male 
patient with mumps before puberty suggests that the 
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virus seldom attacks the inactive testes. This prompted 
the use of diethylstilbestrol, which is known to decrease 
the activity of the testes and revert them to the pre- 
pubertal type of gland. Savran’?® in his series used 
diethylstilbestrol for 77 patients and had 168 controls. 
He gave 1 mg. three times daily for five days at first, 
and orchitis developed in 3 patients. He then increased 
the dosage to 1 mg. four times daily for seven days, 
and none of the patients had orchitis. His treatment 
included bed rest with bathroom privileges for six to 
seven days, acetylsalicylic acid as needed, soft diet and 
fluids given freely. In 17 patients who had started 
treatment, inability to obtain the drug resulted in its 
discontinuance, and orchitis developed in 5 of them, 
an incidence of 29.8 per cent. Of those who received 
the treatment only 3 or 3.9 per cent had orchitis, but 
among the 168 controls 28, or 16.6 per cent, had orchitis. 
There were no side effects or toxic symptoms mani- 
fested by the treated patients at any time. 


CLINICAL STUDY 

An attempt was made to determine the efficacy. of 
diethylstilbestrol both as a prophylactic agent and as 
a therapeutic measure in mumps orchitis. Patients 
admitted to the contagious disease hospital of a large 
community do not always suffer from the average 
course of a disease. Often they constitute the group 
with the severer type or representing social service 
problems, so that the accumulation of a great number 
of cases was difficult. This study was conducted over 
a six month period. 

A total of 39 adult male patients with mumps were 
hospitalized. Of these, 19 had orchitis of varying 
severity on admission. With this relatively small num- 
ber of patients, it was impossible to follow any as 
controls. Therefore, the 20 admitted without orchitis 
were treated prophylactically with diethylstilbestrol. 
The duration of the mumps at the time of admission 
varied from one to four days. 

At the start, 1 mg. of diethylstilbestrol was given on 
the day of admission and every morning thereafter until 
the parotitis subsided. Thirteen patients were so 
treated, and 3 of this number, or 23.08 per cent, had 
orchitis. For all of these the condition was unilateral ; 
in 2 it was classified as mild and in the third as 
moderate. The dosage was then increased to 2 mg. 
every morning, and 7 patients were treated by this 
method. None of these 7 had orchitis. The per- 
centage affected, therefore, was 23.08 per cent for those 
receiving 1 mg. of diethylstilbestrol, O per cent for 
those receiving 2 mg. daily and 15 per cent for the 
total number of patients treated. 

The 19 patients admitted with orchitis were given 
diethylstilbestrol therapy in larger doses, except in those 
cases with mild involvement. The patients received 
5 mg. of diethylstilbestrol immediately on admission and 
5 mg. every morning until the orchitis subsided. <A 
smaller dose was used in the cases of milder disease. 

Of the 19 patients, the average duration of mumps on 
admission was 8.26 days and the average duration of 
orchitis was 2.58 days. The degree of orchitis was 
classified on admission as unilateral or bilateral, and as 
mild, moderate or severe, depending on the amount of 
fever, pain, swelling and tenderness present. The 
response to the drug by these patients was in some 
instances dramatic, with decided decrease in pain and 
tenderness and a lessening of the patients’ general 


19. Savran, J.: Diethylstilbestrol in the Rroveation a Orchitis Follow- 
land M. J. 28: 662 (Sept.) 1 


ing Mumps, Rhode Isla 


4 | 
V 
194° 


Votume 140 
NUMBER 


toxicity within twenty-four hours. In every instance 
the response was good, with an uneventful recovery. 
The average duration of treatment was 4.73 days, and 
the average total hospital stay was 5.89 days. 


COMMENT 


The results in 39 patients with mumps who were 
treated prophylactically and therapeutically were both 
dramatic and consistent. Savran, using 1 mg. of 
diethylstilbestrol, three times daily at the beginning of 
his series, had 3 patients in whom orchitis developed, 
but when 1 mg. was given four times daily no orchitis 
occurred. In our series, only 1 mg. daily was used 
initially, and in 3 cases in a series of 13 mild orchitis 
developed. The next 7 patiertts were treated with 2 mg. 
daily, and no orchitis was seen. The original dose of 
1 mg. daily is, in our opinion, an inadequate amount 
for prophylaxis. However, 2 mg. daily produced excel- 
lent results in a limited number. 

Therapeutically, 5 mg. of diethylstilbestrol was given 
daily, and the results in 19 patients were striking. The 
simplicity of administration, the relatively low cost, the 
rapidity of response, the decrease of morbidity, the 
shortening of the hospital stay and the needlessness 
of surgical intervention make orally administered 
diethylstilbestrol the treatment of choice. 


SUMMARY 


1. Epididymo-orchitis, although the severest com- 
plication of mumps, is almost never seen in children. 
The incidence ranges from 18 to 25 per cent in adults. 


2. Numerous agents administered prophylactically 
gave varying results. Diethylstilbestrol, used in a 
series of 77 cases by Savran, showed a 3.9 per cent 
incidence when given in adequate dosage. Our results 
limited to a smaller series disclosed a similar response 
when the dosage was adequate. 


3. Diethylstilbestrol seems to be the ideal drug for 
mumps after puberty in that the morbidity of orchitis 
is decidedly decreased and surgical intervention is made 
unnecessary when orchitis is present. 


4. The simplicity of oral administration and the lack 
of toxic effects, together with the dramatic clinical 
results, make diethylstilbestrol the treatment of choice 
as a prophylactic and also as a therapeutic agent for 
mumps orchitis. 


Note.—Since this paper was written, we have had 25 
additional male adults with mumps. ‘Iwenty-one of this num- 
ber had orchitis when admitted and were treated with diethyl- 
stilbestrol. For these 21 the dosage was 5 mg. daily, and the 
time for recovery varied from three to five days. Three of 
the 4 patients without orchitis were treated with diethv!stilbes- 
trol prophylactically and orchitis developed in 1. 
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The Mammalian Erythrocyte.—The transformation of a 
reticular cell of the bone marrow—a rather nondescript kind of 
a cell, relatively small, with a nucleus poor in chromatin—into 
the mature red cell, is brought about by the little understood 
processes of nucleic acid metabolism, of protein syntheses and 
of differentiation. Such processes are not peculiar to the red 
cell, but the manifestation of these processes is perhaps more 
readily apparent in this cell than in other cell types. . ‘ 
According to Sabin, reticular cells of the bone marrow endo- 
thelium, which develop in sinusoids temporarily closed to cir- 
culation, give rise to the erythrocytic series. On the other 
hand, those reticular cells which develop extravascularly give 
rise to the granulocyte series—Granick, S., The Chemistry and 
Functioning of the Mammalian Erythrocyte, Blood, the Journal 
of Hematology, May 1949. 
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PRESENT POSITION OF RADIOTHERAPY 
IN MEDICAL PRACTICE 


W. WINDEYER, 
London, England 
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The development of the art and science of radio- 
therapy has proceeded with such rapidity that it has 
been difficult to keep continually abreast of the progress 
that has been made. This is particularly true in regard 
to the last ten years, during which time the discoveries 
have been of such far reaching importance as to open 
up entirely new fields and new possibilities of methods 
of treatment by the use of roentgen rays and the radia- 
tions from radioactive substances. At the same time, 
owing to the war, maintenance of close contacts among 
the workers in this branch of medicine in different 
countries has not been possible. In consequence the 
radiotherapy of each country has developed along indi- 
vidual lines to a greater extent than in the prewar 
period. 

It is possible that this tendency to isolation has 
resulted in excessive attention being paid :o certain 
aspects of the subject and in the relative neglect of 
others. It is therefore particular'y valuable for us from 
overseas to be able at the present time to attend these 
meetings, to hear the opinion of our colleagues and to 
have the opportunity of visiting the various clinics and 
research centers in this country. 

I am honored by your invitation to address the 
Radiology Section of the American Medical Associa- 
tion and thought that my best contribution would be to 
describe the way in which radiotherapy has progressed 
in Britain, how it is being carried out at present and 
its possible lines of future development. 


ESTABLISHMENT OF REGIONAL RADIUM CENTERS 


The growth of radiotherapy as an independent spe- 
cialty in Britain began with the establishment of 
regional radium centers by the National Radium Com- 
mission. This body was set up by statute in 1929 to 
insure that nationally owned radium was used to best 
advantage. Regional centers were established through- 
out England, Scotland and Wales in hospitals attached 
to medical schools. Supplies of radium were lent to 
these hospitals and in each case a radium officer was 
appointed, to cooperate with the members of the staff 
in the treatment of patients, to organize an adequate 
system of records and follow-up and to be responsible 
for the care and custody of the radium. Up till this 
time the small amonut of radium work that was being 


done was carried out mainly by enthusiastic surgeons 


and gynecologists who had been influenced by the 
excellent work seen at the centers in Paris and Stock- 
holm. The roentgen therapy was carried out almost 


entirely as a subsidiary part of the work of the diag- 


nostic radiologists, and there was little liaison between 
these two forms of radiation therapy. 

The radium officers gradually became of greater 
importance, and in the majority of centers the radium 
work was entirely handed over to them. It was soon 
realized that radium therapy and roentgen therapy 
involve the same problems and are, in fact, the same 
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method of treatment, that there is every advantage in 
their being carried out under the control of the same 
person. Gradually roentgen therapy has been separated 
from the control of the department of roentgen diag- 
nosis. It has been merged with radium therapy under 
the single direction of the radiotherapist in an entirely 
separate department. The ranks of the radiotherapists 
were filled from the radium officers, from the diag- 
nostic radiologists and from the surgeons and gyne- 
cologists who had become interested in this form of 
therapy. 

At the same time there was an increasing realization 
of the necessity of organizing the radiotherapy of cancer 
in large and well equipped departments, each treating 
a considerable number of patients. To attain this 
end the department must centralize the work of a 
relatively wide geographic area, and the tendency has 
been to aggregate small departments of roentgen and 
radium therapy into large centralized units. 

The advantages accruing from such aggregation are 
many. Such trained men as are available would be 
used to maximal advantage, a matter of some impor- 
tance with our shortage of specialists combining a sound 
knowledge of both roentgen and radium therapy. The 
training of further therapists could be carried out under 
conditions in which they would get experience under 
supervision, and not have to work on their own, with 
inadequate knowledge. Such specialists would be in a 
position to see sufficient numbers of each of the many 
diseases involved, and the presence of colleagues 
employed in the same work would greatly assist in 
the achievement of a higher standard. On the grounds 
of health alone it is desirable in a department to have 
several therapists, and this would not be possible eco- 
nomically in a small department. The many different 
types of radium container, which are necessary for 
satisfactory work, would be available, and all such 
apparatus would be kept in use, thus insuring the most 
economical employment of expensive radium supplies. 
There would be sufficient numbers of roentgen therapy 
generators to insure that interruption of work by 
mechanical breakdown was minimized. A full range 
of equipment would be provided producing roentgen 
rays of different quality of beam. The center would 
be large enough to make the best use of such expensive 
equipment as a 1,000,000 or 2,000,000 volt roentgen 
ray plant, or a teleradium unit, and to carry out con- 
trolled research in their use. Physicists and a physics 
laboratory in association wiih the radiotherapy depart- 
ment would be kept fully employed. 


The National Radium Commission has adopted this. 


policy of centralization in the organization of its centers, 
and the continuation of this policy has been accepted in 
the planning of the Regional Organization of the new 
National Health Service. 

In addition, the radiotherapy departments have been 
organized as part of a large medical center, as it is 
realized that the maintenance of clinical progress and 
the proper conduct of radiotherapy demand the closest 
cooperation between the radiotherapists and the repre- 
sentatives of other specialties. Where possible the 
departments have been made a part of a university 
teaching center, so that research could be facilitated 
by association with the basic teaching and research 
depariments. 
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Opinion in Britain has further crystallized toward 
the idea that radiotherapy is best carried out by full 
time workers in these departments. The increasing 
variety, complexity and expensiveness of the equipment 
necessary to give the optimum treatment to any par- 
ticular patient have meant that it has become impossi- 
ble for the private practitioner to make the capital out- 
lay to provide the necessary staff and equipment. The 
treatment of cancer by radiation has become so expen- 
sive that it must be subsidized from public funds. As, 
however, cancer may and does occur in all classes of 
the community, provision has had to be made for the 
treatment of private, as well as public, patients in large 
well equipped institutions. The majority of full time 
appointments have been arranged so as to cater to 
this need. 


In this arrangement for the centralization of radio- 
therapy there are some obvious difficulties, particularly 
with regard to the radiotherapy in dermatologic dis- 
eases. It is realized that the large number of patients 
requiring radiotherapy cannot be dealt with satis- 
factorily in the radiotherapy center and that roentgen 
therapy has become an essential part of dermatologic 
practice. It is probable that there will be an arrange- 
ment whereby roentgen therapy of nonmalignant dis- 
eases of the skin will be carried out both in special 
skin hospitals, provided that these are adequately 
equipped for the purpose, and in general hospitals with 
dermatologic departments. 

In the general hospitals the roentgen therapy of 
cutaneous disease may be undertaken either in the 
dermatologic or in the radiotherapy department, as may 
be more convenient. In either case there must be active 
collaboration between the radiotherapist and derma- 
tologist, at least to the extent that in the skin 
roentgenologic department there should be a visiting 
radiotherapist to advise on calibration, dose measure- 
ment, choice of plant, protection and other technical 
matters. 

Such then is the orgarization which has been devel- 
oped. Its full implementation has been delayed and 
hindered by factors associated with the war, building 
difficulties and lack of trained personnel. In common 
with some other specialties which are of little value to 
military medicine, there could be no recruits to radio- 
therapy, except for those unfit for miliiary service. 


CONTRIBUTION OF PHYSICISTS 


Of the work which has been carried out, undoubt- 
edly the greatest and most significant contribution to 
radiotherapy which Britain has produced in recent 
years has been the work of the physicists in the fields 
of estimation of dose received and of dose distribution. 

We consider these matters to be of fundamental 
importance and have developed the physical side to a 
considerable extent. In fact, every radiotherapy depart- 
ment makes full time use of one or more physicists, 
specially trained in clinical problems, who have the 
use of a well equipped physics laboratory. It has been 
said that we have become too much imbued with the 
value of the physicist in our day to day practice, so 
that it may be advantageous to explain what we con- 
sider to be the role of the physicist and his significance 
in radiotherapeutic practice. Essentially we consider 
the physicist as a member of the team which includes 
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the pathologist and other clinical specialists and which 
is necessary for efficient radiotherapy. 

The treatment of a patient with roentgen rays or 
radium involves many problems, among which are: 
(1) the dose, or amount of energy which should be 
delivered, (2) the quality of the radiation, (3) the time 
over which it is delivered, (4) the volume of tissue 
which should be treated and (5) the fractionation of 
the total dose. All these factors will have an effect 
on the biologic response of the lesion treated, and they 
must be linked up with, and be made dependent on, 
the even greater problems of the local and general 
clinical reactions of the patient and the hematologic, 
cytologic and biochemical changes induced. If any 
progress at all is to be made in unravelling these bio- 
logic problems, it is essential to know accurately the 
dose which produces any particular effect. 


The routine measurement of tumor dose as opposed 
to dose delivered incident on skin has been a great 
advance. It is, however, a difficult and complicated 
procedure in many cases of deep seated lesions and may 
necessitate much calculation and measurement, espe- 
cially if several fields are employed in different planes. 
It is necessary to know whether the dose is delivered 
to the whole of the volume of tissue which is thought to 
be the site of the neoplasm and whether the dose is 
homogeneous throughout this volume of tissue. An 
accurate estimation is required of the dose delivered to 
surrounding normal tissues and particularly to any 
radiosensitive organs which may be in close proximity 
to the lesion or in the path of one or more of the beams. 


If these factors are considered it is obvious that 
estimation of dose will be closely linked with the plan- 
ning of the distribution of fields in each patient. We 
consider that this is now essential in a large proportion 
of the patients who are given full courses of roentgen 
or teleradium therapy with curative intent. With these 
ends in view we make a practice of regularly calling 
in the physicist in consultation when we are dealing 
with the technical aspects of the treatment of individual 
patients. There are, of course, some instances of rou- 
tine technics which can be standardized and the dose 
calculated from predetermined measurements of the 
patient, thus obviating the necessity of individual plan- 
ning. Also, in the cases of purely palliative treatment, 
in which smaller doses are given, it is obviously 
unnecessary. 


Isodose charts drawn for every quality of beam, focal 


skin distance and size and shape of field are indispensa- 
ble equipment. It is natural, therefore, that a great 
deal of work should have been done in devising appa- 
ratus such as contour projectors and dose finders, 10 
give in some cases a more strictly accurate, in others 
a simpler, method of plotting the effect of multiple 
fields. Moreover, the Hospital Physicists Association 
now provides a service to supply the widest possible 
range of charts, tables, diagrams and data which may 
be required for roentgen or radium therapy. 
Condenser chambers of the type described by Sievert 
have been modified and developed so that chambers 
of suitable size and capacity can be used for taking 
direct readings during treatment in body cavities, such 
as the esophagus, to check the calculated values. There 
has also been a considerable amount of work carried 


RADIOTHERAPY IN PRESENT PRACTICE—WINDEYER 


667 


out in devising methods and apparatus for promoting 
accuracy of beam direction. 

In radiotherapy the work of Paterson and Parker 
(“Dosage System for Gamma Ray Therapy”) has 
caused a complete alteration in many technics and an 
entirely different method of approach. Of fundamental 
importance is the fact that the dose delivered can be 
estimated with accuracy in place of the older systems 
of stating the radiation emitted from the radium tubes 
with all the modifying factors of area, filtration, distri- 
bution and distance. Here too the problems of dosage 
measurement merge with those of dosage distribution, 
and here too the physicist is constantly employed. For 
distribution of radium sources on surface applicators 
or in plane or volume implantations, there are accepted 
rules which have given constant and satisfactory results 
where clinical conditions have allowed them to be accu- 
rately followed. The help of the physicist is frequently 
sought to measure, or calculate, the distribution and 
dose from a difficult implant or an awkwardly shaped 
applicator and, of course, in the planning of individual 
teleradium treatments. 


Apart from developing what have now become day 
to day physical measurements, the hospital physics 
departments have made many contributions which have 
not yet been fully correlated with clinical observations. 
Of such is the work of Mayneord on the estimation 
of volume dosage. This may be of great importance 
if increased use is made of regional irradiation or if 
treatment with radioactive isotopes is undertaken to 
any extent. 


The whole of this work carried out by the clinical 
physicists to the radiotherapy departments is designed 
to give the radiotherapist more accurate and fuller 
information about the doses which he is delivering. It 
is realized by all concerned that the achievement of 
physical accuracy is not the whole of radiotherapy, but 
merely the foundation stone on which can be built the 
investigation of the many biologic and clinical prob- 
lems which remain unsolved. If the radiotherapist can 
be assured that he has accurately delivered his pre- 
scribed dose to the prescribed volume of tissue, he has 
eliminated one variable from the many with which he 
is confronted. 


In the field of radiobiology the work of W. M. Dale, 
J. Wass and the late Douglas Lea on the development 
of theories of the action of radiations, the cytologic 
work of Koller and the histologic method of Spear 
and Glucksmann for assessment of radiosensitivity 
have all been of fundamental importance. They have 
profoundly affected the approach of the radiotherapist 
to problems of optimum dosage levels, but have not 
yet had any pronounced effect on the technics of treat- 
ment commonly employed. 


DEVELOPMENT OF APPARATUS 

In the development of apparatus for routine radio 
therapy, there have not been great advances in Britain 
since 1939. There was no new manufacture of 
machinery during the war, when we had to rely for 
spares and replacements entirely on accumulated stock 
and on imports from this country. In consequence we 
have had less experience in the use of supervoltage 
apparatus than there has been here, and we are 
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anxious to develop this more fully when we can obtain 
machinery. 

Technical progress in roentgen therapy has been 
mainly in the development of accessory apparatus, such 
as beam direction appliances, and improvements in 
the quality and type of measuring instruments. New 
types of x-ray apparatus developed since the war are 
still in the prototype stage and are not ready for 
routine use. 

In radium therapy the use of teleradium has received 
encouragement from the National Radium Commission. 
The type of apparatus developed by the Radium Beam 
Therapy Research and described by Miss Wood, which 
makes use of pneumatic transference of the radium, has 
become almost standard equipment for units up to 
10 Gm. 

In the use of radium needles for implantation therapy 
the work of Paterson and Parker has led to the intro- 
duction of unequally loaded needles in some cases. It 
has frequently been found difficult or impossible to 
comply accurately with the Paterson and Parker distri- 
bution rules, for example, to insert needles to close 
the lower end of a planar or cylindric implant, which 
may be necessary to obtain proper distribution. Needles 
which have a greater linear density of radium at each 
end than there is in the center of the shaft are now 
being used and have greatly simplified such implants. 


FUTURE OF RADIOTHERAPY 

The place which any, therapeutic method takes in the 
treatment of disease is subject to variation from time to 
time, depending on new discoveries and the develop- 
ment of other methods. The place which radiotherapy 
will hold in the future is a matter for conjecture and 
may be greatly influenced by the unpredictable possi- 
bilities opened up by discoveries in nuclear physics. 
It may also be influenced by further additions to the 
knowledge of the cause and methods of treatment of 
cancer, 

Discoveries in nuclear physics may open up new 
fields of usefulness and entirely new methods of treat- 
ment. Additions to our knowledge of cancer may 
provide an efficient method of hormone administration 
or chemotherapy whereby malignant disease can be 
destroyed in its generalized as well as its local stage. 
Great advances are being made, and the hope that such 
a discovery is imminent has in some quarters raised 
the question as to whether radiotherapy will not dis- 
appear and whether any young man is wise to take up 
this work as a career. The future in this matter cannot 
be foreseen, but the same arguments have been used 
for many years during which radiotherapy has devel- 
oped to greatly increased usefulness. They were cer- 
tainly used to dissuade me when all the eggs of my 
career were placed in the radiotherapy basket. 


PRESENT STATUS OF RADIOTHERAPY 


The position which radiotherapy occupies in the 
treatment of malignant disease in Britain may be 
judged from a report of the Medical Research Council 
for 1938 giving details of the numbers of patients 
treated at nine general hospitals. Of a total of 4,387 
patients treated for malignant disease, 32.3 per cent 
were treated by operation alone, 45.5 per cent by some 
form of radiotherapy alone and the remaining 22.2 per 
cent by a combination of surgical treatment and radio- 
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therapy. That is to say that radiotherapy was used 
in the treatment of 67 per cent of the patients. At the 
Middlesex Hospital in 1946, radiotherapy in some 
form, either alone or in combination with operation, 
was used for 82 per cent of all patients with malignant 
disease who received treatment. This figure is a high 
one, as the hospital has a large department and provides 
radiotherapy services for several neighboring hospitals. 
It would be fair to say, however, that in Britair radio- 
therapy is used for 60 per cent or more of all patients 
receiving treatment for malignant disease. These state- 
ments do not give an altogether correct picture of the 
relative position of surgical treatment and radiotherapy 
in rhalignant disease, as the figures include not only 
patients treated with curative intent but also those for 
whom only palliation could be undertaken. Unfortu- 
nately, many patients suffering from cancer still come 
with lesions much too advanced for surgical treatment 
to be carried out with any hope of success. The only 
chance of any improvement in the condition of many of 
them then rests with radiotherapy. 

_ Apart, however, from the cases of advanced disease, 
radiotherapy is the treatment of choice in certain well 
established types of cancer. The great majority of the 
common skin cancers—basal cell and squamous cell 
carcinoma—and the majority of primary lesions of the 
lips, buccal cavity, pharynx and larynx have become 
radiotherapeutic problems in the first instance. Meta- 
static invasion of glands from these lesions remains, 
however, in most clinics, to be treated by block dissec- 
tion if the disease remains unilateral and has not spread 
widely into periglanduiar tissues. 

The best method of treatment of carcinoma of the 
cervix uteri has given rise to discussion and argument 
for many years. There is now a measure of agreement 
on this subject. It is that in the majority of cases of 
squamous carcinoma of the cervix, the early as well as 
the late stages, radiotherapy is the method of choice. 
There is a place for radical surgical treatment, in cases 
in which there is local recurrence after radiotherapy if 
the condition is still operable, in endocervical adeno- 
carcinoma, in cases in which there has been persistent 
pelvic infection and in cases in which abnormalities or 
atresia of the vagina would interfere with the proper 
application of radium. Surgical treatment may also 
be chosen in those cases in which it is thought that the 
tumor is likely to be radioresistant after ari analysis of 
the cell counts conducted by Spear and Glucksmann’s 
method of histologic examination. 

Many types of primary lymphadenopathy (Hodg- 
kin’s disease and lymphosarcoma) are treated by radio- 
therapy almost exclusively. In carcinoma of the breast 
it is used mainly as preoperative or postoperative treat- 
ment, and by similar association with surgical treatment 
the results in tumors of the testis have shown a dra- 
matic improvement. In cancer of the bladder it has a 
definite part to play. In many other less well defined 
groups radiotherapy is used for the treatment of a 
patient because of some peculiar situation or condition 
of the growth. 


Palliative treatments must occupy at least 60 per 
cent of the time of the average hospital radiotherapy 
department. Their value cannot be estimated in sta- 


tistical tables, but only by an appreciation of each 
patient and a knowledge of the life history of untreated 
malignant disease. Treatment which will heal a bleed- 
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ing ulcerated surface, stop a foul-smelling discharge or 
take away the pain of a bony metastasis is of the 
greatest importance even if the patient’s life is pro- 
longed little, if at all. In nonmalignant conditions 
radiotherapy is used to a considerable and increasing 
extent. Recent advances in chemotherapy have pro- 
vided a more satisfactory method of dealing with acute 
inflammatory conditions, but certain chronic inflamma- 
tions, including tuberculous adenitis, actinomycosis and 
some arthritic conditions, in particular ankylosing 
spondylitis, are being treated in increasing numbers. 


COMMENT 

With regard to the future and possible developments 
in radiotherapy, it seems likely that for some years to 
come roentgen rays in the 200 to 250 kilovolt range will 
continue to have a considerable field of usefulness. It 
is probable that with increased accumulated experience 
of clinical reactions and of biologic experiments, the 
results obtained with this form of treatment can be still 
further improved. It seems likely also that radium 
or some substitute, such as radioactive cobalt, will con- 
tinue to be used for implantations and intracavitary 
therapy. We in Britain hope to play a greater part in 
continuing the investigation into the use of roentgen 
rays generated at voltages of 1,000,000 or 2,000,000 
and higher and in the development of teleradium ther- 
apy with units of much greater size, the equivalent of 
perhaps 50 or 100 Gm. of radium, now that the produc- 
tion of radioactive isotopes has made this a possibility. 
Plans are in hand for experimental work in the 
20,000,000 to 30,000,000 volt roentgen ray range. 

With such developments it is obvious that the radio- 
therapists and their physicist colleagues are going to 
have much of their time occupied with questions of 
protection. These difficulties will be increased with 
the extensive use of radioactive isotopes for therapeutic 
purposes. The protection problems are, however, of 
the same type whatever the form of radiation used and 
should be dealt with by the same team of workers. 


The whole question of the control and use of radio- 
active isotopes is one of great importance. In Britain 
we have not yet had the opportunity of using them 
for therapeutic purposes, but have followed the pub- 
lished work with close interest. We feel that their 
method of action on normal and pathologic tissues, the 
clinical reactions produced and, in particular, the dan- 
gers of severe and permanent damage which may occur 
from their use make it essential that they should be 
used by workers who are fully trained in the use of 
radiations on human tissues. It is obvious that the 
best results will be obtained, both with regard to rapid 
accumulation of knowledge and to efhcient treatment of 
patients with the minimum risk, if the therapeutic use 
of radioactive isotopes is in future entrusted to radio- 
therapists. 


ABSTRACT OF DISCUSSION 


Dr. Ropert R. Newer, San Francisco: I have long been 
convinced that radiation therapy and roentgen diagnosis are 
essentially different, that the nature of the therapeutic special- 
ties is similar to the nature of the other medical specialties, 
put that diagnostic radiology is quite different. An art is 
what one does; science is what one thinks. One learns a science 
by reading, listening and thinking about it. One learns an art 
by doing, working at it. For our purposes here, there should 
be a clear distinction between the scientific foundation and the 
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art of medical practice. The diagnostic radiologist practices 
little of the medical art. I mean that he is not occupied mucli 
with bedside medical care, but he has to serve as scientific 
consultant to all doctors. Patients generally reveal an under- 
standing of this difference between the diagnostic radiologist 
and other doctors, looking on his services as technical and 
impersonal, I can work with a patient for a quarter-hour in 
the fluoroscopic room and find him afterward not only ignorant 
of my name, but unaware that I am a doctor. Physicians not 
infrequently incline to treat diagnostic radiologists as technical 
servitors rather than professional consultants. Radiologists are 
very much concerned with keeping themselves doctors. We 
are not always aware of our purposes and motivations, but 
I wonder whether in the United States the situation is not 
this: that radiologists hang onto therapeutic radiology, where 
they do practice the art of medicine, primarily to keep them- 
selves convinced that they are in fact doctors, both in their 
own eyes and in the eyes of their patients and fellow prac- 
titioners. 

Dr. F. W. O’Brien, Boston: Radium has had a much wider 
use in England than in this country. Here, apparently, we 
have been stymied by the ease with which roentgen dosage 
may be approximated and phased by the calculat necessary 
for accurate dosage when radium is employed. Few clinicians 
have the interest to wrestle with the theoretical physics involved 
in dosage measurement, but welcome data in applicable form. 
Paterson and Parker among others in England and Quimby 
in the United States have done just that for radium dosage. 
They have reduced involved formulas to such simple terms 
that anyone with a knowledge of arithmetic can apply them. 
This old objection to the use of radium is no longer valid. 
Another obstacle to its use has been the fact that in many 
hospitals in the United States radium is not a part of the 
radiologic department. More often than not it is controlled 
by the gynecologic service without any outside supervision of 
setup and dosage. This situation is being gradually corrected. 
Sentiment is crystallizing here, as it has in England, as 
Professor Windeyer pointed out, “. . . radium therapy and 
roentgen therapy involve the same problems and are, in fact, 
the same method of treatment, that there is every advantage 
in their being carried out under the control of the same 
person.” A person who professes to do radiation therapy 
without an adequate source and knowledge of radium and 
roentgen radiation cannot do justice to his patient or himself. 
Our own late Prof. James Ewing long ago advocated just 
what has been done in England, viz., the aggregation of small 
departments of roentgen and radium therapy into large cen- 
tralized units for the treatment of cancer with the obvious 
advantages that would accrue to the patient and the therapy 
trainee, as pointed out by Professor Windeyer. When one 
reflects that the National Cancer Institute has an appropriation 
for the fiscal year of 1948 of $14,000,000, that during the 
1947-1948 campaign, the American Cancer Society collected 
$12,000,000 (60 per cent of which was returned to the state 
in which it was collected), that the Atomic Energy Commission 
has had $5,000,000 of funds allocated for cancer research in 
1948, and that other millions have been collected by or donated 
to hospitals and universities for cancer study, it seems incredible 
that we cannot have here an integrated plan of cancer research 
and applied medicine. 

Dr. B. W. Winveyer, London, England: In presenting what 
we have been doing in England, I certainly am not. going to 
be drawn into a discussion on what should be done in this 
country. One realizes that, among other factors, problems 
are different and the distances are different, but I thought 
that it might be of value for you to know the way in which 
the matter has been handled in Britain. I am extremely grateful 
for the opportunity to see what is being done here, and | am 
sure that it would be of inestimable benefit to our young 
men if some form of reciprocal studentships could be arranged 
whereby we could send you men from time to time, and perhaps 
it may not be time completely lost if your young men were 
also to come to us. 
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ESTIMATION OF URINARY SODIUM 
A Simple Test for Patients on Low Sodium Diets 


J. MARION BRYANT, M.D. 
VIVIAN 10B, Ph.D. 
GEORGE L. PHILLIPS, B.S.Phar. 
and 
ELMIRA E. BLECHA, M.S. | 
“Ann ‘Arbor, ‘Mich. 


The difficulties encountered in maintaining patients 
on strict low sodium diets are numerous and well 
known. Our experience with several hundred hyperten- 
sive and cardiac outpatients treated over a three year 
period with low sodium diets! indicates that some 
difficulties can be avoided by having each patient per- 
form daily a simple test which gives a fairly reliable 
estimate of the sodium intake for the preceding twenty- 
four hours. By performing this test the patient is able 
to detect errors in his dietary practices. The procedure 
is simple and inexpensive, requires a minimum of 
apparatus and is carried out by the patient each day 
on a specimen of urine collected before breakfast. The 
necessary materials can be secured from any drug store. 

In 1920 Allen? emphasized the necessity for close 
observation of the output of sodium chloride in the 
urine of patients maintained on salt-free diets. Dietary 
errors unrecognized by both patient and physician are 
probably responsible for many failures to obtain bene- 
ficial responses in hypertensive patients on these diets. 
Sources of relatively large amounts of sodium, usually 


in the form of salt, are numerous and difficult to. 


identify. In addition, the patient’s estimate of the 
proper amounts of certain allowable foods relatively 
high in sodium content is frequently responsible for 
an unsatisfactory response. Experience has shown that 
even the most intelligent patients who have followed 
a strict low sodium diet for months or years inadver- 
tently eat foods high in sodium chloride. Such dietary 
lapses will go undetected unless there are means avail- 
able to the patient for promptly recognizing increases 
of salt in the urine. 

The test to be described is a modification of that 
devised by Fantus in 1936* for estimating sodium 
chloride excretion in surgical patients receiving intra- 
venous solutions. The usefulness of this procedure for 
controlling hypertensive patients on low sodium diets 
was pointed out to us by Dr. Arthur Grollman. 


REAGENTS AND APPARATUS 


A 10 per cent solution of potassium chromate and 
a 0.73 per cent solution of silver nitrate are the only 
reagents required. The two solutions may be con- 
veniently kept in two 1 ounce (30 cc.) medicine bottles 
with the customary medicine droppers attached. The 
silver nitrate solution must be kept in a dark bottle 
to protect it from light. An additional medicine dropper 
for measuring the urine specimen can be stored con- 
veniently in a third bottle. The medicine droppers for 
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measuring the urine specimen and the silver nitrate 
solution should be checked to see that they deliver drops 
of approximately the same size. A 5 cc. Kahn type test 
tube completes the apparatus. 


PROCEDURE 

Urine Test—Ten drops of the urine specimen are placed 
in the test tube. One drop of potassium chromate is added 
and the mixture shaken. The silver nitrate solution is added 
drop by drop and the mixture shaken between drops until a 
permanent light brown or brick red color appears. Each drop 
of silver nitrate used represents approximately 250 mg. of 
chloride per liter, expressed as sodium chloride, or by inference 
100 mg. of sodium per liter. Variations in the fu of the 
solution tested will cause slight variations in the results of 
this test. 

Water Test—A modification of the aforementioned procedure 
may be used for estimating the sodium content of water used 
for cooking and drinking. The volume of the solution to be 
tested must be larger, in view of the fact that the sodium 
chloride content of drinking water is usually much less than 
that of urine and the sensitivity of the test as employed for 
urine is not sufficient to be satisfactory. Thus, 40 drops of 
water to be tested are used rather than 10 drops; otherwise 
the procedure is the same. If more than 1 drop of the silver 
nitrate solution is required to reach the end point (a reddish 
tinge), the water contains more than 63 mg. of chloride per 
liter, expressed as sodium chloride. This indicates that approxi- 
mately 25 mg. of sodium per liter is present and, assuming 
that 3 liters of water are consumed per day as drinking water 
and in cooked foods, approximately 75 mg. or more sodium 
are ingested from this source alone. The amount of chloride 
ion added in the chlorination of water is too small significantly 
to affect this test. 

INTERPRETATION 


This test is a practical method for estimating the 
sodium content of urine based on the volumetric deter- 
mination of chloride by Mohr’s method* and the 


‘assumption that under ordinary conditions the urinary 


excretion of sodium and chloride roughly parallel each 
other. Daily twenty-four hour determinations of uri- 
nary sodium are obviously the ideal in controlling this 
type of dietary regimen, but such a procedure is expen- 
sive and so complicated as to be prohibitive at the 
present time even in the control of hospitalized patients. 

It is recognized that in the absence of unusual fluid 
loss from extrarenal mechanisms sodium and chloride 
are almost entirely excreted in the urine.’ It has also 
been shown that approximately the same ratio exists 
between the amounts of sodium and chloride in the 
urine of patients on salt-free diets as in the chemical 
compound sodium chloride.® Foods and drinking waters 
containing significant amounts of sodium also contain 
chloride in roughly the same proportion as in common 
table salt. Thus the determination of urinary chlo- 
rides in the absence of the ingestion of other chloride 
or halogen compounds is a simple method of checking 
the sodium intake. Some medicines and “salt substi- 
tutes” containing chloride compounds as ammonium 
chloride, potassium chloride, lithium chloride, iodides 
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and bromides seriously interfere with the use of this 
test as a means of controlling patients on low sodium 
diets. 

The table presents data obtained in a comparison of 
the sodium content of the urine of patients on various 
low sodium diets as determined by the flame photom- 
eter method of analysis‘ with the sodium content 
of the same samples as estimated by chloride deter- 
minations. The third column in the table is the esti- 
mated sodium values based on the chloride determina- 
tion by the accurate Volhard method * and the fourth 
column the estimated sodium values by the simplified 


Comparison of Actual Urinary Sodium Content and Estimated 
. Sodium Content by Two Methods Based on 
Chloride Determinations 


Estimated 
ium 


from Chilo 
(Simpli- 0. 73% 


a e Ag 
Method) Method)t Solut tion 


Patient Mg. Mg./Liter Mg./ Liter Required Mey 

2 25 100 1 1,100 
o4 48 100 1 610 
32 59 100 1 680 
150 59 200 2 230 
ll 69 200 2 75 
80 91 200 2 600 
56 159 300 3 1,200 
toners 160 182 300 3 480 
160 200 300 3 630 
84 199 400 1,650 
200 242 400 940 
340 400 4 850 
110 341 500 5 1,850 
520 407 00 5 650 
340 409 500 5 1,650 
369 462 600 6 550 
60 700 7 375 
290 700 7 2,200 
500 598 800 8 1,400 
65 650 7 7 2,000 
cn 510 896 1,200 12 3,909 
960 1,052 1,200 12 1,700 
330 1,056 1,300 13 3,100 
820 1,087 1,300 13 880 
inadéhensneeeenasas 340 1,187 1,300 13 3,800 
500 1,196 1,400 14 4,440 
1,000 1,223 1,300 13 820 


* Flame photometer gg (Bills). 
+ Method described in t 
Patients using “salt 


chloride test described herein. The fifth column gives 
the number of drops of the 0.73 per cent silver nitrate 
solution needed to reach the end point for the various 
specimens with the simplified chloride test. The last 
column gives the urinary potassium content by the 
flame photometer method. This table shows that, 
although the measurement of the sodium content of 
the urine by the simplified chloride test involves a 
large error, there is a rough correlation between the 
estimate obtained in this way and the actual sodium 
content of the urine. There is, however, a better cor- 
relation between the data obtained by the more accurate 
Volhard method of determining chloride and the data 
obtained by the use of the flame photometer. 


Bills, C. To be published. 
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Figure 1 is a graph in which the actual sodium con- 
tent is plotted against the sodium values estimated by 
the simple chloride test. The heavy diagonal line indi- 
cates a theoretically perfect correlation, and the crosses 
indicate the actual correlation between the true and 
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Fig. 1.—Graph based on data contained in the table, showing the correla- 
tion between actual sodium content (horizontal values) and the content 
estimated by the simplified chloride test (vertical values) of urine samples 
from patients on low sodium diets. 


estimated sodium content of the urine specimens. With 
one exception the error was in the direction of over- 
estimating the urinary sodium content. 


* 
REGULAR DIET 


\ 
\ aN LOW DIET 
\ 
Fig. 2.—-Diagram illustrating the hourly urinary excretion and concen- 


tration of urinary sodium over a twenty-four hour period in a normal 
subject on a regular diet a. in a hypertensive outpatient on a Jow sodium 


diet. The jum values were obtained by the simplified chivride test 
described in oe text. The subject on the regular diet excreted an esti- 
mated 3.3 Gm. of sodium (8.3 Gm, sodium chloride) with 2.2 liters of 


urine, and the patient ng the low sodium diet excreted an estimated 0.4 
Gm. of sodium (1 Gm. sodium chloride) with 2.3 liters of urine. The 
eopeentnanian of the urinary sodium varied inversely with the hourly 

ume of urine. The estimated sodium mary recorded at 8:00 a. m. 
panne Al the hourly average from 10:00 p. : .m. The vertical 
values are in milligrams of ium. The he By line indicates milligrams 
of sodium per hundred cubic centimeters; the unbroken line shows milli- 
grams of sodium per hour. 
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This comparison of the chloride methods of estimat- 
ing sodium with the direct determination of sodium 
by the flame photometer’ establishes the former as 
sufficiently accurate to be .of value as a clinical aid 
in the management,of patients on low sodium diets. The 
fasting morning specimen of urine is. used for con- 
venience because it tends to vary less from day to 
day than specimens obtained later and is roughly repre- 
sentative of the twenty-four hour specimen in regard 
to sodium chloride concentration in patients on low 
sodium diets. Persons eating a normal diet usually 
show a higher concentration of urinary chlorides later 
in the day.® Figure 2 shows the distribution of sodium 
excretion as estimated by the simple chloride test 
throughout the day in the case of a normotensive subject 
on a regular diet and in the case of a hypertensive 
patient on a low sodium diet. 

Factors that influence the volume of the daily urinary 
output, such as variations in fluid intake, fluid loss by 
extrarenal mechanisms, variations in renal function and 
other factors, affect the result of this test. When the 
intake of fluid is maintained at approximately 1 to 3 
liters, the urine output varies from about 800 cc. to 
2 liters. With the urinary volume in this range and 
the patient following a diet containing approximately 
200 mg. of sodium, the simplified-test described requires 
from 1 to 6 drops of the silver nitrate solution to 
reach the end point, which indicates the presence of 
approximately 250 to 1,500 mg. of chloride per liter, 
expressed as sodium chloride. This amount of urinary 
chloride corresponds to a daily intake of chloride of 
1,500 mg. or less, expressed as sodium chloride, which 
are the quantities contained in the standard 200 mg. 
sodium diet.' This satisfies, roughly, the criteria set 
up by Allen’® for a satisfactory urinary sodium chlo- 
ride output in patients on salt-free diets. 

Experience has established the fact that patients on 
low sodium diets are able to control their sodium intake 
satisfactorily by this procedure with a minimum of 
checks by physician and dietitian. The value of this 
test is comparable to that of the simplified Benedict 
test for the control of glycosuria by the diabetic patient, 
although it is even less complicated than the Benedict 
test. In our opinion this test has been of sufficient 
practical value in the management of the majority of 
hypertensive and cardiac outpatients on low sodium 
diets to justify the omission of “salt substitutes” and 
medicines containing halogen compounds. 

Finally, it should be pointed out that the presence 
in the urine of sodium unaccompanied with halogens 
will not be detected by this procedure; thus, if com- 
pounds such as sodium bicarbonate or tartrate are 
ingested, the test is useless. 


SUMMARY AND CONCLUSIGNS 


A practical and inexpensive test for estimating 
urinary sodium excretion is described. This test is 
a simple procedure that enables patients on low sodium 
diets to estimate the daily urinary excretion of sodium 
and the sodium content of their drinking water. It 
has been found by clinical trial to be sufficiently accu- 
rate for the control of such patients. The value of 
this test in the management of hypertensive and cardiac 
patients on diets low in sodium is comparable to that 
of the simplified Benedict test in the treatment of 
diabetes. 


9. Gerritzen, F.: Der Fier und Zwanzig-Studen*Rhythinus der Chlor- 
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SOME EFFECTS OF MYANESIN® IN 
| PSYCHIATRIC PATIENTS 
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The drug 3-ortho-toloxy-1,2-propanediol (myanesin,” 
tolserol®) 1 was introduced by Berger and Bradley ? as 
a muscle-relaxing agent; it apparently raises the thres- 
hold of internuncial neurons in the spinal cord and 
brain stem.’ Myanesin® does not affect voluntary mus- 
cle power, is not hypnotic and has negligible effects on 
the electroencephalogram in doses of 0.5 to 2.0 Gm. 
given by mouth four to five times a day. It has been 
used to alleviate spasticity and rigidity with variable 
results.* It has also been tried in cases of intractable 
pain ° and in 3 psychotic patients.” 

Its use in the treatment of anxiety was suggested to 
us by Dr. Pauline Cooke of Chicago. Sixty-three 
patients (from Manteno State Hospital) were chosen 
to test its effects not only in anxiety states but also 
in acute and chronic psychoses (mixed types of schizo- 
phrenia), in alcoholism, in addiction to drugs and 
as an adjuvant to electroshock (table). All patients had 
been under previous observation for a long time, and 
many had been treated with electroshock, insulin shock. 
carbon dioxide therapy, or a combination of these. 
The drug was administered in doses of 0.5 to 1.5 Gm. 
four times a day either in tablets (tolserol,® 0.25 Gm.) 
or in a syrup of eriodictyon and propylene glycol 
(1 Gm. per 30 cc.). The present paper represents 2 
preliminary report and will be followed by a more 
extensive study. 

In 3 female patients whose anxiety was the main 
presenting complaint, myanesin,® within one hour after 
administration, caused alleviation of the anxiety without 
concomitant sleepiness. The duration of the effect in 
2 patients was about two hours for each dose; in the 
third a much longer period of normal behavior resulted. 
All 3 reported in much the same language that they 
were able “to think things through” during the time 
of action of the drug. Tremor and startle disappeared, 


and the patients were able to fall asleep normally at 
bedtime. 


In 8 patients with acute alcoholism, each with the 
“shakes” after prolonged bouts, myanesin® decidedly 
reduced or abolished the gross tremor promptly. This 
was best seen on their raising a cup of coffee to the 
lips. Before the administration of the drug, both hands 
were needed in each case and this heroic effort resulted 
in spillage. Within thirty to sixty minutes after the 
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(c) Bickers, D. S.; Cohn, G. A., Jr., and Rheinberger, .: On the 
Clinical Use of 3-(ortho-toloxy)-1,2-Propanediol (Myanesin) in Neuro- 
logical Disorders, to be published. : 
5. (a) Stephen and Chandy.** (b) Gammon, G. D., and Churchill, 
. A.: Effects of Myanesin upon the Central Nervous System, J. Am. 
I. Sc. 217: 143, 1949. 
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ingestion of the drug, the cup could be lifted with 
one hand in normal fashion and without spilling. 
Severe anxiety was as promptly relieved, and the 
patients reported feeling comfortable with the exception 
of “hangover” effects, such as headache and gastric 
distress. All of these patients had been chronically 
readmitted to the hospital and had previously required 
paraldehyde and barbiturates for three to four days 
after each prolonged intoxication. No such sedation 
was now necessary. Their subjective reports were that 
the relief experienced with myanesin® was prompter 
than with either of the other types of sedatives and, 
in addition, they felt “wide awake” and closer to 
“normal.” 

In 2 patients addicted to drugs (morphine and 
heroin, respectively), the withdrawal symptoms (yawn- 


Results of Myanesin® Therapy in Sixty-Three Patients 


MY ANESIN*—SCHLAN 


No. of 
Patients _ Category Results 

Remission of 12 days comparable 
to results from four electroshock 
treatments. Startle reactions, a 
significant feature in this case, 
abolished. ‘Tolerance with re- 
peated doses. 


1 Psychoneurotic, mixed 
type, severe, 20 years’ 
hospitalization 


2 Anxiety states, mixed Alleviation of anxiety. No sopo- 
Trifle effects. 


2 Manic depressive psy- 


Sedative action without sopo- 
choses-hypomania 


rific effects. Repeated doses pro- 
duced tolerance. 


Rapid effect (15-30 minutes). Prompt 
abolition of severe tremor. No 
nocturnal sedation necessary. 
No craving for alcohol or paral- 


8 Chronic aleoholism (in 
abstinence) 


dehyde. 
2 Drug addiction Rapid effect. 
(morphine and heroin) Abolished somatic symptoms of 
(in abstinence) withdrawal 


Did not affect craving for drugs. 


17 Schizophrenia (mixed 


No remarkable effect. Sedative 
types, disturbed) 


action noted only when sur- 
roundings were quiet. 


1 Schizophrenic patient 
with lobectomy, 
unremitting low 
grade excitement 


Diverse patients 
receiving electroshock 


Sedative action for two weeks, 
No other remarkable effect. 


No effect on pattern or dura- 
tion of seizure. In 10 patients 


exhibiting consistent postictal 
apnea, the apnea was abolished. 


ing, nausea, leg cramps, vomiting) were alleviated with- 
out the craving for the drugs being affected. 

In 9 disturbed patients, with long histories of 
psychosis, who were chronic inmates of the hydro- 
therapy ward, the effects of myanesin® therapy were 
variable. Two hypomanic patients promptly became 
calmer, without becoming sleepy, and appeared in better 
contact, and 1 with agitated depression showed dimin- 
ished activity and did not require nocturnal sedation. 
An extremely overactive dissociated patient, who had 
previously had a bilateral frontal lobectomy, became 
consistently quiet with myanesin® therapy. She had 
been refractory to all other medication. In the remain- 
ing 5 cases the effects fluctuated. In the patients whose 
spontaneous activity was reduced, responsiveness to 
exciting factors in the environment remained unaffected. 
The sedative action of myanesin® was apparent only 
when the rest of the ward was quiet. This observation 
was repeated in 11 more spontaneously excited patients 
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on other disturbed wards. In no case did schizophrenic 
ideation seem to be affected. 

Of 30 patients subjected to electroshock (glissando 
technic) 10 had consistent postictal apnea lasting from 
6 to 16 seconds. In these 10, 2 Gm. of myanesin® 
in solution administered one-half hour before electro- 
shock abolished the apnea in 9 cases and reduced it 
from 15 to 5 seconds in the tenth. (Such apnea has 
been blamed for residual cerebral damage following 
electroshock therapy). In all 30 cases the tonic and 
clonic components remained absolutely unchanged in 
duration or quality by administration of the drug. ° 


No serious toxic effects were observed. The soluble 
forms of myanesin® occasionally cause dizziness if too 
large a dose is given. These solutions also anesthetize 
slightly the mucous membranes of the tongue and 
pharynx. When single doses of 2 Gm. or more were 
given in tablet form, slight nausea was experienced 
by susceptible patients. Some effects were observed 
suggesting tolerance with prolonged unremitting use of 
the drug (two to three weeks). 


CONCLUSIONS 
In a trial group of 63 cases preliminary to a more 
exhaustive study the following effects of myanesin® 
(3-ortho-toloxy-1,2-propanediol) therapy were noted: 
1. Sedation without soporific effect permitting nor- 
mal sleep in patients with pronounced anxiety when 
disturbed psychic functions had been causing insomnia. 


2. Reduction of spontaneous activity but no effect on 
responsiveness to external stimulation. 


3. Its sedative effects in psychotic persons were most 
apparent when the environment was not disturbing. 
4. No alteration of chronic schizophrenic states. 


5. Beneficial effects were obtained in the treatment 
of prolonged alcoholic intoxication and in anxiety 
states. In the former its action is preferable to that 
of paraldehyde and barbiturates. In the latter it is the 
only drug we have seen that allays anxiety without 
clouding consciousness. As such it promises to be help- 
ful as an adjunct to psychotherapy. 


6. The pattern and duration of seizures from electro- 
shock were not changed by myanesin® given in doses 
of 2 Gm. On the other hand, postictal apnea, where 
it existed, was greatly reduced or eliminated. 


“Our Patients Should Be Our Friends.”—It is so obvi- 
ous to those of us who have been practicing medicine privately 
that our patients should be our friends that we do not often 
stop to ask the question, “Why?” The statement may seem 
trite to some, but to the beginner and to the skeptic it is well 
to pause a moment to present some of the answers. The first 
of all is in establishing more easily an accurate diagnosis. In 
my own field and in most other fields of medicine the diag- 
nosis is in large part dependent on an adequate history of the 
present illness, past troubles, family history, and social and 
business relationships. The sooner one establishes a sympa- 
thetic and friendly relationship with one’s patient the sooner 
will one obtain the necessary information from all the story 
that can be told; any minor portion of the patient’s account, 
sometimes in the form of a confession, may be vastly more 
important than all the laboratory tests in the world and may 
save not only time and money, but even misery and death 
themselves.—Paul D. White, The Shattuck Lecture, La Méde- 
cine du Coeur, The New England Journal of Medicine, May 
26, 1949. 
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WILL NOISE DAMAGE ONE’S HEARING? 


W. E. GROVE, M.D. 
Milwaukee 


Is noise driving you crazy? This was the subject 
of a syndicated article in a newspaper Sunday supple- 
ment of August 1947. Psychiatrists and psychologists 
who have studied the problem regard noise as one of 
the most serious threats to our health. Long-continued 
noise menaces health and destroys efficiency. It produces 
fatigue, which impairs efficiency. It encourages inatten- 
tion and lack of concentration, which is again reflected 
in lack of efficiency. It promotes absenteeism and again 
impairs efficiency. The nervous system is not consti- 
tuted to take this sort of battering. One becomes 
jumpy, jittery and irritable under the impact of con- 
tinuous noise. Neurasthenia and psychasthenia develop 
which are not incomparable to battle fatigue. Podolsky 
said, “It is not an exaggeration at all to say that often 
cases of insanity are caused by nervous systems which 
cannot adjust themselves to the constant bombardment 
of noise.” 


\ 


Fig. 1.—Distributicn of classes of audiograms in difterent departments 


A, B, C, D and E), from MacLaren and Chaney. (The vertical values 
on the right indicate cumulative percentage.) 


Business executives realize that noise causes inatten- 
tion, lack of concentration and poor efficiency. Their 
own offices are invariably placed in a quiet sector of 
the factory and are well sound proofed and insulated 
against the noisy operations of the plant. But what 
of the production worker who is constantly bombarded 
with noise of high intensity day in and day out, for 
moaths and years on end? Management has not yet 
learned, or is unwilling to recognize, that noise is 
destroying the health of their operatives, nor do they 
realize that from a purely mercenary business point 
of view neise is reducing the efficiency of production. 

A long-continued high intensity noise impairs nervous 
ed mental health, reduces efficiency as a production 
tool and damages hearing function; and that is what the 
otologist in general and the Committee on Conservation 
of Hearing of the Academy of Ophthalmology and 
Otolaryngology in particular are interested in. 

The condition designated as “occupational deafness” 
has been recognized for many years.’ In 1890 Barr ? 


me Grove, W. E.: Noise in Industry, Laryngoscope 57: 114-124 (Feb.) 
: 2. Barr, T.. Injurious I:ffects of Loud Sounds upon the Hearing 

Function, Lrit. M. J. 2:675 (Sept. 20) 1690; cited by Taylor, H. M.: 

Gany'is Deafness: Problems of Prevention, Laryngoscope 54:3 362-373 
uly 44. 
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made a survey of 100 boilermakers who had followed 
their occupation for more than three or four years and 
did not find any with normal hearing. For many years 
the condition was known as “boilermakers’ deafness.” 
With the increased industrial production incident to the 
first world war, interest in this condition was inten- 
sified. Since then this has rapidly become the world’s 
greatest industrial nation. There was no need to worry 
about this problem while we were a small agricultura! 
nation nor is there need for much concern even today 
in the rural areas, but in the cities it has become 
a health problem of major importance. Where meta! 
strikes on metal there is bound to be noise. 


SOURCES AND INTENSITY OF INJURIOUS NOISE 

Certain facts are incontrovertible. Exposure to 
extremely loud sounds over a long period results in 
impaired hearing. The louder the ‘sound, the greater 
is the impairment over a similar period. The longer 
the period of exposure to the same sound level, the 
greater is the hearing impairment.’ While all ears 
are probably susceptible to high intensity level sound, 
they are probably not equally susceptible. More data 
are needed on this point. Ears with a preexisting con- 
duction lesion are probably less susceptible than are ears 
with normal hearing. MacLaren and Chaney,* working 
in airplane plants on the coast, made an analysis of 


- 5,000 audiograms of persons working in six different 


departments in which the relative noise level was 70, 
100, 105, 110 plus, 110 plus and 105 decibels. They 
found that persons with a preexisting conduction deaf- 
ness remained at about the same proportion in each 
cepartment, indicating that noise exposure does not 
aggravate the existing condition deafness. More data 
are needed on this point. The ears of the young are 
probably more susceptible than those of middle or 
advanced age. More data are needed on this point also. 

Bunch ° stated the opinion that noise above an 80 to 
99 decibel level was injurious. McCoy® suggested 
that the practical range for corrective measures should 
begin at the 10) decibel level, but MacLaren and 
Chaney * found a sharp reduction in normal audiograms 
between a department in which the average noise level 
was 70 decibels, Department A, and one in which it was 
100 decibels, Department B, using Beasley’s classifica- 
tion. They expressed the belief, therefore, that the 
dividing line between innocuous and hazardous noise 
lies somewhere between 70 and 100 decibels. For its 
effect on the hearing function one can, however, safely 
disregard noise of less than a 90 decibel level, although 
Davis * said that there is no rigid proof of permanent 
impairment of hearing from noise of less than 115 to 
120 decibels “. . and that concern about noise 
levels below 100 decibels is quite unwar- 
ranted.” This statement is loose and is subject to 
confirmation, 

MacLaren and Chaney,‘ in their survey of the gen- 
eral noise level in various departments of an airplane 
factory, found the sources of noise, in the order of their 
loudness, listed in the table. In this connection Bunch ° 
pointed out that the noise level of an ordinary office 


3. Guiid, S.: Personal communication to the author. 

4. MacLaren, W. P., and Chaney, A. L.: An Evaluation of Some 
Factors in the Development of Occupational Deafness, Indus. Med. 16: 
luy-115 (March) 1947. 


5. Bunch, C. C.: Conservation of Hearing in Industry, J. A. M. A. 
118: 588-593 (Feb. 21) 1942. 

6. McCoy, D.: Industrial Noise: Its Analysis and Interpretation for 
Presents Treatment, J. Indust. Hyg. & Toxicol. 2@: 120-123 (April) 

44, 


7. Davis, H.: Protection of Workers Against Noise, J. Indust. Hyg. 
& Toxicol. 27: 56-57 (Feb.) 1945. 
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is about 40 decibels, that of a busy street about 65 
decibels and that of heavy traffic about 80 decibels. 

It is generally believed that noise of high intensity 
is more injurious to the hearing when it is of high pitch 
_than when the pitch is lower. Lurie * and his co-work- 
ers, working with guinea pigs, showed that intense 
sound of 500, 1,000 and 2,000 cycles produced changes 
in the organ of Corti which were comparable to those 
produced by a tone of 4,000 cycles. They found that 
the higher the frequency the closer to the round window 
were the degenerative changes in the organ of Corti. 
With exposure to a tone of 500 cycles the lesion 
was in the upper half of the second turn or in the lower 
half of the third turn of the cochlea. Whether these 
experimental observations can be used with respect to 
human beings is not known, but, at any rate, in human 
beings the basal coil of the cochlea seems to be its 
most vulnerable spot. Perlman,” experimenting on 
human listeners, stated, “Sounds of low frequency pro- 
duced less acoustic trauma than those of high fre- 
quency.” Others have expressed the belief that sounds 
of low frequency but high intensity can produce as 


Sources of Noise, in Order of Loudness 


Source Decibel Range * 
+. Handforming of sheet (105-120) 
9. FPand saw on sheet -105) 
1l. High cycle milling 96) 


* Decibel readings are those at the car of the operator or person most 
severely exposed, 


much damage to the organ of Corti as those of high 
frequency. More data are needed on this point also. 

However, there are other factors to be considered 
besides the intensity of the noise. These, according to 
Perlman,’ are (1) the total length of exposure, (2) 
the length of exposure per period, (3) whether the 
sound stimulus is continuous or interrupted, (4) the 
length of the interruptions, (5) the type of space and 
environment, whether there is reverberation or not, 
(6) the age of the worker and (7) previous ear or 
associated disease. 


NATURE OF THE HEARING DEFECT 

The hearing defect caused by prolonged exposure 
-to loud noise is greater for high tones than for low 
tones. While the initial effect of exposure to loud 
noise involves the hearing for high tones only and 
is therefore not easily discernible by the person 
exposed, the longer the exposure the more likely is a 
gradual loss of hearing in the range of frequencies 
concerned in speech. ‘The development of this noise 
deafness is slow and insidious, and the worker is apt 


8. Lurie, M. H.; Davis, H., and Hawkins, J. E., Jr.: Acoustic Trauma 
in the Organ of Corti in the Guinea Pig, Laryngoscope 54: 375-386 
(Aug.) 1944. 

9. Perlman, H. B.: Acoustie Trauma in Man: Clinical and Expeii- 
mental studies, Arch. Otolaryng. 34: 429-452 (Sept.) 1941, 
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to disregard it until he is rather deaf, particularly if 
he has a well paid job. 

McCoy took 100 young persons with normal hearing 
and no ear, nose or throat disease and placed them in 
a chipping school. After working for seven hours in 
the chipping school where they were exposed to a 
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Fig. 2.—Broken lines show levels of hearing in workers after seven 
hours in a chipping school. (Taken from the paper by McCoy.) 


noise intensity of 110 to 130 decibels, a representative 
group of the men had a definite hearing loss associated 
with tinnitus and a feeling of discomfort. This 1s illus- 
trated in figure 2. On the following day, only a slight 
loss for high tones was discernible audiometrically and 
the associated symptoms were gone. This initial effect 
was probably due to fatigue of the eighth nerve and the 
spasticity of the intratympanic muscles. However, after 
a month’s exposure to this noise level there was a 
permanent deficiency’in the high frequency range, illus- 
trated in figure 3, and this loss was not materially 
affected by a short rest. McCoy '® said that a “repre- 
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Fig. 3.—Broken lines show the levels of hearing recorded for a man 
who had — one month in a chipping school. (Taken from the paper 
y McCoy. 


sentative group” of the men showed these changes, 
indicating thereby that not all ears are equally sus- 
ceptible. However, while all ears are not equally sus- 
ceptible to an injurious noise of a month’s duration, 
it is fair to suppose from the experience of others that 
most of the ears would suffer if the exposure lasted long 
enough. 


10. McCoy, D.: The Industrial Noise Hazard, Arch, Otolaryng. 39: 
327-330 (April) 1944. 
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METHOD OF PROCEDURE 


No form of treatment is effective once the lesion in 
the neuroepithelium of Corti’s organ has occurred. 
Prevention of the lesion is, therefore, the only means 
of attack. Sounds of injurious intensity must be pre- 
vented from reaching the ear. The method of procedure 
must concern itself with education, propaganda and 
prevention. Sporadic attempts to solve the problem 
have already been made, particularly in the airplane 
factories during the war. 

The Subcommittee on Industrial Noise has been 
busily engaged during the past year in acquainting 
insurance carriers and independent employers of labor 
throughout the country with the seriousness of the 
noise problem and its effects on the general health and 
the hearing function. It has obtained the active coopera- 
tion of the National Association of Mutual Casualty 
Companies and the National Conservation Bureau of 
the Stock Casualty Companies. These associations, 
which represent the safety and engineering departments 
of all the casualty companies operating in this country, 
are well aware of the hazard of noise and of the liability 
which it presents. They are more than willing to 
help in the development of protective measures. Their 
main difficulty at present is in convincing their indi- 
vidual policy holders that something must be done 
about it. The independent employers of labor are still 
more or less willing to “let sleeping dogs lie.” They 
fear an avalanche of claims if this subject is stirred 
up. It is, therefore, the duty of the subcommittee by 
propaganda and education, to inform both management 
and labor that in intense noise lies a serious health 
problem and that in the end it is to their advantage 
to face and correct it. However, the subcommittee 
cannot do this job without help. It needs the active 
cooperation and help of every otologist and of every 
agency that is interested in the health of the people, 
and, as the destruction of the hearing function is one 
of the main deleterious effects of noise, every agency 
concerned with conservation of hearing should coop- 
erate. 

The Subcommittee on Industrial Noise believes that 
the most logical way of beginning the attack on this 
problerh is to set up pilot plants in soine industry in 
which noise is a special health factor. In such pilot 
plants the entire problem could be intensively studied 
aid protective and preventive measures worked out. 
It believes that, when such pilot plants have been set 
up and are in operation, the leaven will gradually spread 
to other manufacturers. In a large manufacturing 
company with 18,000 employees and in its eight sub- 
sidiary plants, such a program has already been set up. 
This is only a beginning, and the subcommittee would 
like to suggest that every otologist interested in con- 
servation of hearing exert himself to set up and super- 
vise such projects in manufacturing plants in his 
immediate locality. 

The subcommittee feels that the first procedure 
necessary in setting up such a pilot plant program is 
to send in a competent physicist who will measure the 
actual and potential noise level in every operation or 
department of the plant. After this has been done it 
believes that the actual operation of the program should 
be turned over to the medical department of the plant. 
These medical departments will need and should receive 
the active cooperation of every otologist. 

Second, the subcommittee believes that a careful 
preemployment hearing examination should be made 
of every person who is to be placed in an operation 
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in which the noise level exceeds 90 decibels. This 
examination should include a history of previous work- 
ing conditions and of previous military service. It 
should also include a history of present or previous ear 
trouble or disease and of familial factors. An otoscopic 
examination should be made. An initial audiometric 
examination should be made. This should be rechecked 
in one week, one month and after six months. It 
would be preferable to do this in a sound-treated room, 
but, if this is too much to expect, a relatively quiet 
room will do, provided that bilateral ear phones are 
used and provided that the relative ambient noise level 
remains about the same at all times. 

The subcommittee advocates a rigid preemployment 
hearing examination—just as a preemployment physical 
examination of other parts of the body is made. It. 
does not at this time advocate an audiometric examina- 
tion of all the existing plant personnel, first, because 
it is a job of such magnitude that no employer would 
agree and, second, because it hesitates to do something 
which would stir up a multitude of medicolegal claims, 
many of which would be unjustifiable. However, by 
a continuing program of preemployment audiometric 
examinations, the employer will soon accumulate a base 
line on the hearing function of all of his employees 
working in noisy operation. 


PREVENTIVE MEASURES 
Preventive measures are of three types: 


1. The redesigning of buildings and machinery to 
permit less noisy operation. With the buildings and 
machinery now in use it is extremely doubtful whether 
any manufacturer would go to the enormous expense 
involved. It is also somewhat doubtful whether the 
intensity of noise could be reduced to a noninjurious 
level by these methods. At any rate, this is an idea 
which can be agitated for future construction. 

2. The removal or transfer of a worker with espe- 
cially noise-sensitive ears to some less noisy operation. 

3. The reduction of injurious noise at the ear of the 
worker. Occlusion of the external canals of the ears 
by suitable obturators or ear plugs will theoretically 
reduce the intensity of noise reaching the ear to a non- 
injurious level. Various types of these ear defenders 
are on the market. However, the great problem is to 
get the worker to wear them. Unless individually fitted, 
they are apt to be uncomfortable. Unless freshly issued 
each day, they are apt to carry dirt and infection into 
the canal. Certain persons with ears which are sensitive 
to external otitis and eczematous processes cannot wear 
them. They are apt to trap moisture in the ear and 
favor the growth of fungi. While they reduce the level 
of injurious sound reaching the ear, they also interfere 
with the worker’s ability to hear the voice. They 
are so small and inconspicuous that their use cannot 
be verified. The answer may be in the construction of 
external ear coverings of some material like sponge” 
rubber, held firmly in place by a head band, much on 
the order of the double earphones of an audiometer or 
the interc« ication helmet of the airplane pilot. 


MEDICOLEGAL ASPECTS 

The general counsel and vice president of a large 
industrial corporation recently said to me, “If we 
assume that in industrial noise we have a health hazard 
and we do, then, as good businessmen, we must regard 
it as a liability.” Would that all manufacturers were 
that smart. 
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Loss of hearing from exposure to noise of an injuri- 
ous level is an occupational disease. Occupational 
disease, quite apart from isolated accidents, is now com- 
pensable in thirty-three states as well as in the District of 
Columbia, Hawaii and Puerto Rico.1‘ Such protection 
is also given to employees covered by the Federal 
Employee’s Compensation Act and the Longshoremen’s 
and Harbor Workers’ Act. We recognize the fact that 
under certain conditions the hearing function can be 
damaged by industrial noise, but every hearing defect 
in the worker in a noisy occupation is not caused 
thereby. There are many causes for depreciated hear- 
ing, particularly in persons who are no longer young. 
Compensation claims increase in periods of depression 
and mass layoffs. Until there is closer cooperation 
between the industrial physician and the otologist and 
until a careful preemployment audiometric examination 
is made of every worker who may be subjected to 
excessive noise, one will not be able to separate the 
true from the false, the wheat from the chaff. Many 
workers will receive compensation for a defect in no 
way connected with their occupation or only partially 
so, and, vice versa, many a worker whose hearing has 
been seriously damaged by his occupation will have 
doubt cast on his claim." 

The subcommittee hesitates to stir up “the sleeping 
dog,” but this health problem can no longer lie dor- 
mant. It is a challenge to the medical profession and 
should be tackled intelligently. 


Council on Physical Medicine 
and Rehabilitation 


REPORTS OF THE COUNCIL 
The Council. on Physical Medicine and Rehabilitation has 
authorised publication of the following reports. 


Howarp A. Carter, Secretary. 


ALPHATRON RADON OINTMENT NOT 
ACCEPTABLE 


Manufacturer: Canadian Radium & Uranium Corporation, 
630 Fifth Avenue, New York 20. 

Alphatron Radon Ointment is a solution of radon gas in wool 
fat U. S. P. Radon, also called radium emanation, is radio- 
active though chemically inert; in its distintegration to radium 
A, radon emits alpha particles. The alpha particles are stated 
to have a range of 0.30 mm. in tissue, and the half-life of the 
radon is given as 3.825 days. 

When confined in a container, radon proceeds to accumulate 
equilibrium amounts of its products, that is radium A, B and C. 
Equilibrium is established in about four hours. Radon, like 
radium, emits alpha rays, and when it is in equilibrium with 
its products of disintegration the container emits the beta and 
gamma rays belonging to them, e. g., radium B and C. 

The Alphatron Radon Ointments first introduced were found, 
in examinations reported to the Council office, to be irregular 
in composition and distributed without adequate protection for 
the handlers and users. The early claims for such preparations 
included many therapeutic uses, but most of these have now 
been abandoned. More recent promotional literature for Alpha- 
tron Radon Ointment suggests its use in treating irradiation 
ulcers, other chronic ulcerations (including those of the varicose 


11. State Workmen’s Compensation Laws as of June 1, 1946, Bulletin 
+94 — States Department of Labor, Division of Labor Standards, 
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and arteriosclerotic types), nonhealing wounds, chronic eczema 
and certain other diseases of the skin, and certain types of 
bursitis and arthritis. The considerable number of available 
reports on these and oxi other aspects of the subject have been 
considered by the Council, which at this time favors only con- 
tinued, well controlled clinical investigation of materials of 
this sort and cannot regard any of the aforementioned thera- 
peutic suggestions as incontrovertibly justified. 

In view of the lack of further evidence for beneficial effects 
of Alphatron Radon Ointment, the Council on Physical Medicine 
and Rehabilitation voted not to include this item in its list of 
accepted devices. 


ISOLETTE INFANT INCUBATOR MODEL 
C-35 ACCEPTABLE 
Manufacturer: Air-Shields, Inc., County Line Road, Hatboro, 

a. 

The Isolette Incubator and Isolation Unit Model C-35 houses 
infants who require control of temperature, humidity and oxygen 
content of their environment. The Isolette is furnished for 
operation with 110 to 120 volts, 60 cycle alternating current. 
The motor draws an average of 23 watts and the maximum 
current used is 190 watts, corresponding to 1.5 amperes. 

The height of the Isolette with- 
out the stand is 55 cm. (21% 
inches) ; with the stand it is 133 
cm. (52% inches). Other dimen- 
sions are 48 by 86 cm. (19 by 
34 inches). The weight of the 
unit with the stand and casters, 
which are standard equipment, is 
49 Kg. (109 pounds). The ship- 
ping weight is 73 Kg. (16l 
pounds). Accessories include a 
weighing scale which permits 
weighing the infant without re- 
moving it from the incubator and a Serdex laboratory 
hygrometer. Extra arm holes in the hood are optional equip- 
ment. 

Evidence was obtained from a variety of clinical sources 
acceptable to the Council that the Isolette worked as claimed 
by the manufacturer. The Council recognizes the fact that a 
hazard exists when a device that includes combustible materials 
such as bed clothes is operated in the presence of oxygen and 
external sources of ignition. Personnel responsible for operat- 
ing such equipment must be acquainted with its dangers. The 
firm supplied evidence that the Isolette has been given final 
approval for listing by Underwriters’ Laboratories, Inc. 

The Council on Physical Medicine and Rehabilitation voted to 
include the Isolette Infant Incubator, Model C-35, in its list 
of accepted devices. 


Isolette Infant Incubator, 
Model C-35 


COMFORT PILLOW ACCEPTABLE 
Manufacturer: Hauptman Feather Company, Inc., 75 Wall- 
about Street, Brooklyn 11. 


The Comfort Pillow is designed to be used by pregnant 
It is 


women for the support of the abdomen during sleep. 
roughly H-shaped in outline, so 
that the two stuffed outlying 
sections to right and left of the 
abdomen are connected by a 
stuffed central section under the 
back. 

The Council obtained evidence 
that the Comfort Pillow was 
well made, helped expectant 
mothers to get needed rest and 
sleep and was safe to use. 

The Council on Physical 
Medicine and Rehabilitation voted in include the Comfort Pillow 
in its list of accepted devices. 


Comfort Pillow 
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Council on Pharmacy and Chemistry 


REPORT OF THE COUNCIL 


THE RULES OF THE COUNCIL ON PHARMACY 
AND CHEMISTRY 


In view of the numerous inquiries received by the Council 
office concerning the rules under which the Council work is 
carried on, it is deemed advisable to publish a series of informa- 
tive comments for the benefit of pharmaceutical manufacturers 
and others who are interested. A copy of the complete rules 
of the Council on Pharmacy and Chemistry may be obtained 
from the Council office on request. 

The following brief explanatory statements have been adopted 
by the Council fer publication.. 

Austin Situ, M.D., Secretary. 


Introductory Statement 

As a result of the long effort of the Council on Pharmacy 
and Chemistry, with the loyal support of the American Medical 
Association Board of Trustees and of THe JourNAL, physicians 
and professional manufacturers of pharmaceuticals generally 
recognize the significance of “Council acceptance” of a medi- 
cinal or allied agent. It means that the claims for a drug have 
been reviewed by a carefully selected group of disinterested 
experts with special experience in such evaluation; that the 
full evidence for the claims has been carefully weighed, and 
the permissible claims fairly adjudged; that the drug itself is 
nonsecret and is what it is claimed to be; that it is manufactured 
under proper conditions of chemical control, and that it is 
marketed and advertised according to the established standards 
of the medical profession. 

To gain an understanding of the rules by which the Council 
accepts a product, it is necessary to reflect that their object is 
the encouragement of and provision for rational therapeutics ; 
in other words, to give the physician the necessary chemical 
and pharmacologic information concerning a given medicinal 
agent, thus enabling him to use it intelligently and effectively 
in the treatment or prophylaxis of disease. This involves 
knowledge of the identity (chemical composition, correct name), 
the proved action (experimental and clinical evidence, permis- 
sible therapeutic of prophylactic claims) and reliable production 
(proper controis, competent personnel, efficient manufacturing 
standards) of the drug he is asked to use in the care of his 
patients. All these are provided for in the Council's rules, 
which are the result of long experience in the evaluation of 
medicinal agents and which have been the model for similar 
regulations both in this country and abroad. 

The Council is a standing committee appointed directly by 
the Board of Trustees of the American Medical Association. 
Routine business is carried on by the paid staff in the Secre- 
tary’s office, which includes personnel of professional rank. 
Bu. final decisions are made by the Council as a group, often 
with the aid of consultants who are authorities in the various 
fields concerned. 


Members of the Council are appointed by the Board of 
Trustees of the Association for five year terms. Each member 
is selected from a list of names submitted by the Council 
members after a series of three eliminative votes. No special 
effort is made to distribute the membership among the various 
fields of medic:ne, though in practice the list is usually repre- 
sentative. The Council has at all times been able to enlist the 
services of specialists as consultants in any branch of knowledge 
involved in its considerations. . 

The work of the Council is carried out by correspondence, 
summarized in a bulletin that is circulated to the members 
every two weeks throughout the year, for discussion and voting. 
This makes rather heavy demands on the time of the members, 
and they deserve credit for the conscientious manner in which 
they fulfil the exacting duties. The time and work are freely 
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given. The Council members feel that this is a duty which 
they owe to the profession, to medical science and practice, and 
they are stimulated and repaid by the results. Those who find 
it impossible to give the necessary time withdraw from the 
Council. This is sometimes unavoidable, much as it may be 
regretted. 

Particular phases of the Council rules will be discussed ‘n 
further articles, to which this is an introduction. 


Rule 1—Composition, and Rule 2—Identification 

The first two of the rules under which the Council considers 
the merit of preparations for inclusion in New and Nonofficial 
Remedies require that the composition of the product be stated 
fully and completely and that procedures and criteria for 
determining the composition and standardization be furnished. 
This information, when received with the forma! presentation 
of a product, is transmitted to the American Medical Associa- 
tion Chemical Laboratory. The chemical unit was established 
as an indispensable adjunct at the outset of the Council’s battle 
in the cause of rational therapeutics and truth in medical adver- 
tising. From modest beginnings the laboratory facilities have 
through the years developed into a first class, modern scientific 
organization, always generously supported by the Board of 
Trustees of the Association. Individual members of the staff 
are specialized in particular fie!ds, such as organic, inorganic, 
biologic and physical chemistry, microchemistry, spectropho- 
tometry, bacteriology and pharmacy. Its facilities were ade- 
quate in the early days when it was necessary to analyze and 
expose preparations of secret or fraudulently declared compo- 
sition, and it is now further equipped to provide aid in assessing 
and standardizing the host of new agents which a more scien- 
tific era is supplying for the physician. 

Perusal of the early reports of the Council furnishes con- 
vincing evidence of the necessity for insistence on adequate 
declaration of composition as a cardinal principle. For example, 
a product marketed as “Liquid Life” and declared to be a “true 
antitoxine’” was found to contain sodium sulfate, magnesium 
sulfate, quinine sulfate and a dangerous amount of zinc sulfate. 
This was, of course, pure quackery. On a more scientific plane, 
one cites the lengthy report in the same year (1911) on quinine 
tannate, which showed that the available commercial supply 
was not sufficiently uniform for practical purposes. The report 
included adequate standards which were adopted for publication 
in New and Nonofficial Remedies. This sort of blanket investi- 
gation was a feature of the earlier days of the Council and the 
chemical laboratory and resulted in the promulgation of tests 
and standards for many drugs later adopted for the U. S. 
Pharmacopoeia and the National Formulary. The compilation 
of chemical tests and standards still continues; they are first 
published in Tue JourNat along with the monographs on 
preparations which the Council has accepted, thus obtaining 
worldwide publicity. They are then republished in a separate 
section of New and Nonofficial Remedies, where they are avail- 
ab‘e to those interested. 


It is hardly necessary to emphasize the importance of the 
early publication of tests and standards to insure the uniformity 
and purity of new and nonofficial preparations in as definitive 
form as may be possible; thus the nature and expected action 
of drugs used in experimental investigations may be assured, 
with consequent clarity and certainty in the interpretation of 
results. The work of the Council in this field is supported 
and supplemented by the new Therapeutic Trials Committee, 
which has been established by the Council to secure and aid 
unbiased and critical clinical investigation at the very outset 
of new therapeutic agents, as well as investigations of new uses 
for already established agents. This, of course, necessitates 
proper initial consideration of composition, identity and purity 
of the products concerned. 

When first published the Council's rules were elaborated by 
inelusion of explanatory comments designed to aid the manu- 
facturer in determining the information necessary to make 
presentation of a product for consideration. These comments 


have been further elaborated from time to time as necessitated 
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by emergence of new problems. For these corollary comments 
those interested are referred to the current edition of New and 
Nonofficial Remedies or to a small pamphlet which may he 
obtained on request from the Council's office. With respect to 
Rules 1 and 2 these comments give specific details for proper 
presentation of composition, controls, necessary chemical infor- 
mation, declaration of preservatives and vehicles. It is empha- 
sized that the Council does not accept “confidential information” 
which it could not publish if it is deemed advisable. Manu- 
facturers are required to present a formal agreement to notify 
the Council promptly on the discovery of an error affecting 
the standards of strength, identity, purity or quality of an 
accepted preparation whether the discovery has been made by 
the firm itself or by a government or other outside agency. 

The results of the Council’s pioneer efforts in the field of 
drug control as initiated by its first two rules are reflected not 
only in a more enlightened medical profession but also in the 
increasingly scientific and research-minded attitude of pharma- 
ceutical manufacturers, who realize that progress is conditioned 
on knowledge, not on secrecy. 


Rule 3—Advertising 


Much of the routine activity of the Council, especially of the 
Council’s office, is concerned with medical advertising. Indeed, 


one of the main reasons for the founding of the Council was 


the false and misleading character of the advertising and other 
promotional devices offered at the turn of the century. The 
Council has always recognized the value of honest, straight- 
forward presentation of warranted claims to promote the use 
by physicians of acceptable preparations. In fact, the Council 
is as anxious as anyone to see that the profession is informed 
of new but proved drugs and uses for drugs. Nor does it object 


to advertising to the lay public of certain classes of drugs 


which will be discussed later. 


Council acceptance carries with it the right to advertise in 
THE JouRNAL OF THE AMERICAN MepicaL ASSOCIATION and 


‘other medical publications that follow the Council. This includes 


most of the state medical journals and some of those privately 
owned or published by allied medical organizations. There is 
no question of dictation by the Council either to the publication 
or the manufacturer concerned; there is merely a pursuit of the 
principles of sound and rational therapeutics participated in by 


‘those with mutual interests. 


Aside from the requirement of Council acceptance of a prod- 
uct, all advertisements appearing in THe JOURNAL OF THE 
AMERICAN MepicaLt AssocraTion and the journals affiliated 
with the Cooperative Advertising Bureau of the American 
Medical Association must conform to certain principles, all of 
which are corollary to the basic requirements laid down in the 
Council’s Rule 3. These include freedom from sweeping super- 
lative claims or inferences and from disparaging statements 
concerning competing products; conformance to the allowable 
claims as given in New and Nonofficial Remedies; appearance 
of recognized synonyms or generic designations in the case of 
articles bearing protected names; inclusion of adequate state- 
ment of composition for pharmaceutical mixtures. Advertise- 
ments for medicinal preparations submitted to THe JoUuRNAL 
OF THE AMERICAN MEpICAL AssOcIATION are referred to the 
Council’s office for scrutiny as to conformance with these 
principles. 

When a product is submitted to the Council for inclusion in 
N, N. R., the manufacturer is required to furnish with the 
formal presentation copies of all labels, package enclosures and 
each piece of advertising (leaflets, circulars and brochures) used 
in its promotion. If the article belongs to a class of drugs 
already accepted by the Council, this material is scanned for 
conformity to recognized claims appearing in N. N. R.; if the 
advertising makes any extension of these claims, adequate evi- 
dence must be submitted in support, or the new claims must be 
deleted before acceptance. In the case of a new preparation, 
allowable claims are formulated from the presented evidence 
end the advertising is required to conform to these before the 
article can be accepted. These considerations are carried out 


by the entire Council in the biweekly bulletin containing reports, 
general discussion and final vote. Thus all considerations 
become a matter of permanent record, permitting, among other 
things, consistency in consideration of submitted products. 

In general, the Council disapproves the advertising of medi- 
cinal preparations to the lay public for the obvious reason that 
it promotes dangerous self medication. Misdirected and inade- 
quate treatment, failure to recognize serious disease until too 
late for effective treatment, the spread of infectious disease 
when hidden from the physician, these dangers are a few of 
those involved. Further dangers are: suggestion by description 
of symptoms to the minds of people that they are suffering 
from the diseases described in such advertising, unconscious 
formation of drug habit, the possibilities of starting allergic 
reactions. These dangers not only exist with direct advertising 
of medicinals to the public, but apply also to the naming of 
diseases and therapeutic indications on labels which may fall 
into the hands of the patient and lead to the same results. 
However, the Council recognizes that such label indications may 
be necessary for proper instruction in the use of articles that 
may be properly advertised to the public; they are therefore 
considered unobjectionab!e in the case of such products. Such 
articles are (a) disinfectants, germicides and antiseptics pro- 
moted as prophylactic agents, (b) laxatives promoted in such 
a way as not to lead to abuse, (c) antiserums, vaccines and 
diagnostic agents which are not adapted for self medication, 
and (d) other preparations which may be safely used for relief 
of symptoms, such as antacids and analgesics. Agents falling 
within these exceptional classes should carry adequate and 
acceptable labeling statements, such as “for the relief of minor 
aches and pains” for analgesics, and “for the treatment of occa- 
sional constipation” for laxatives. Extension of the list of 
exceptions and of proper safeguards for control is being con- 
tinuously studied by the Council as the presentation of various 
products offers occasion. 


The measure of control which this rule of the Council exer- 
cises over the advertising of acceptable preparations is in no 
sense unreasonable, and does not interfere seriously with pro- 
fessional advertising. Unbridled enthusiasm and unrestrained 
imagination tend to destroy the confidence of the reader in the 
truth of the advertising. The moderation which characterizes 
the tone of the current advertisements in most of the American 
medical journals is sure to “pay dividends” in the long run. The 
Council likes to believe that its rules have contributed materially 
to this healthy attitude. 


Rule 4—Therapeutic Claims 

What are the criteria on which the Council accepts thera- 
peutic claims for a new preparation or extension of claims for 
an already accepted one? In general, the existence and formal 
presentation of documented supporting evidence, usually by the 
pharmaceutical manufacturer who actually markets or dis- 
tributes the product. Such evidence must offer objective data, 
with such citation of authority as will enable the Council to 
confirm the facts and establish the scientific value of the con- 
clusions. The evidence should be adequately detailed, presenting 
results of comparative trials when feasible. It should present 
the work of investigators whose reputation for scientific ability 
and critical judgment is known. It should not consist of uncon- 
trolled case reports or observations, however voluminous. 

Once a product is accepted, the material used in its promotion 
to physicians must conform to the allowable claims under which 
it was included in N. N. R., or to accepted extensions of these 
claims. 


In the pamphlet containing the Council’s rules, detailed 
instructions are given for the presentation of products and of 
confirming evidence for their usefulness. This material is first 
reviewed by a referee, and then by the entire Council in the 
ensuing consideration. 

In order to keep abreast of the scientific advances on the 
frontiers of rational therapy, monographs in N. N. R. are 
restudied and if necessary revised at least annually. Instances 
can be cited of the recognition and implementation of new thera- 


J 
f 


680 


peutic developments, even in the brief period between the 
annual revisions of New and Nonofficial Remedies. 

The quasijudicial character of the Council must be emphasized 
in this connection. Due consideration and evaluation of new 
evidence is a duty imposed on each member of the Council 
by reason of his own scientific training and rank in his chosen 
field. When special knowledge is required in any given case, 
the Council has at all times been able to secure the advice of 
the best and most competent authorities in the field. Any pro- 
ponent of a new therapeutic procedure or preparation may feel 
assured that the evidence he presents in its support will be 
given sympathetic but competent and wholly adequate con- 
sideration. 

Rule 5—Nomenclature 

In general, the Council does not recognize names that suggest 
therapeutic use and prefers names, both protected and common 
or generic, that indicate the potent element or constituent of 
the product. The Council’s Committee on Nomenclature, which 
is charged with preliminary consideration of names, works in 
close collaboration with other groups, scientific and govern- 
mental, interested in rational drug terminology. Fundamental, 
of course, is the provision of a single “generic” name for each 
drug. 

The Council recognizes the importance to a manufacturer of 
a name which shall identify his own product. In the case of 
new discoveries, it recognizes the preferential right of the 
discoverer to choose a name. It has become the custom to use 
such names in connection with a properly scientific, systematic 
common or generic designation. The Council requires that 
such a generic name appear on the labels of accepted prepara- 
tions marketed under trademarked names and that it be given 
at least half the display value of the protected name. 

The owner of a patent may license other firms to produce the 
drug concerned; the Council will recognize a proper trademark 
designation for this product, as marketed by the second firm, 
to be used in connection with the common or generic name. 

Protected names are not accepted for U. S. P. or N. F. 
articles or for nonofficial modifications or dosage forms of such 
articles unless such names were in commercial use before the 
products became official or unless they concern products which 
are otherwise entitled to protected names in the judgment of 
the Council. 

The Council also recognizes “line” names, when not in them- 
selves misleading and when not used as the name for a single 
product. The firm’s name or initials, when not of such char- 
acter as to be misleading or cause confusion, may also be used 
thus. 

If the Council is consulted with regard to any specific pro- 
tected or generic designation before it is placed in use subsequent 
differences of opinion may be avoided. 


Rule 6—Patents and Trademarks 


Information under this head is required for purposes of record 
and identification. It is especially important if the product is 
registered in a foreign country under a different name. The 
recently adopted provision for recognition of protected names 
used in connection with the duly recognized common or generic 
designations renders the proper record of trademark registry 
of increased importance. 


Rule 7—Unscientific and Useless Articles 

This rule was especially valuable in the early activities of the 
Council as a means of eliminating and condemning complex and 
worthless mixtures which venal promoters of those days foisted 
on the physician and the public. Its usefulness today is mainly 
in connection with the Council’s Rule 4, which requires the 
presentation of such evidence of therapeutic value as would 
automatically eliminate from consideration articles which have 
no definite usefulness and which may be harmful or uneconomic. 
This includes, of course, needlessly complex mixtures or com- 
pounds, the constituents of which are of no demonstrable 
assistance to each other, as well as articles which involve danger 
of toxic effects disproportionate to their therapeutic value. 
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QUESTIONS AND ANSWERS ON 
COUNCIL RULES 

1. What is eligible for inclusion in New and Nonofficial 
Remedies? 

ANSWER.—Pharmaceutical and drug substances that possess 
originality or other important qualities which in the judgment 
of the Council entitle them to such place. Official preparations 
may also be included provided they have not been official for 
twenty or more years and provided the Council feels that the 
medical profession may not yet be fully informed concerning 
their use. Other articles may be included if such inclusion is 
believed to provide useful information for the physician. 

Articles which are advertised to the public and which are 
not considered by the Council to be safe for use by the general 
population without medical supervision are ineligible for inclu- 
sion in New and Nonofficial Remedies. Included among the 
agents which the Council has so far classified as acceptable for 
inclusion in N. N. R., even though they are advertised to the 
public, are antiseptics for prophylactic application to minor 
injuries of the skin and certain laxatives, antacids and analgesics 
that normally can be used safely for temporary relief. The 
Council will not accept any agent promoted to the public for 
the treatment of a condition requiring medical attention. 

A drug that has not been released for interstate commerce 
normally will not be considered by the Council unless it seems 
evident that the product soon will be placed in interstate com- 
merce. The Council does not consider for acceptance articles 
marketed solely outside the United States. 

At the request of the manufacturer or distributor the Council 
or its office will determine the status of a product individually. 
Instruments and devices which are not intimately a part of a 
drug package and which are not necessarily restricted to the 
administration of the accompanying drug are not within the 
scope of N. N. R. 

Articles belonging to a class of preparations already rejected 
by the Council are obviously ineligible for inclusion in N. N. R: 
unless new evidence is forthcoming to overcome previous objec- 
tions. A list of references to rejection reports by the Council 
may be found in the bibliographic index of N. N. R. 

2. How can the eligibility of a product be determined? 

ANSWER.—By looking in New and Nonofficial Remedies to 
determine whether the product or its counterpart is accepted; 
by reading the Council rules, copy of which is available on 
request ; by asking for an interpretation from the Council office. 


3. How should a product be presented? 


ANswer.—An acceptable outline for the description and pres- 
entation of a product has been made available by the Council 
in its rules. Among the material that is required is a complete 
description of the product in duplicate in accordance with the 
form outlined by the Council; three trade packages of each 
dosage form to be considered; one sample of each active 
ingredient contained in the product; twenty-two copies each of 
all labels (container, package, carton), package enclosures and 
other labeling and promotional material, and evidence to sup- 
port the claims made. 

The material should be presented in complete form, not piece 
meal. Consideration is expedited if the labels are mounted on 
normal size letter paper so that twenty-two separate sets of 
labels will be available for examination. 


4. Who is responsible for the submission of evidence? 

ANSWer.—The manufacturer or distributor submitting the 
product is responsible for evidence to support all claims made 
for the product. The actual presentation, however, may be made 
by a duly qualified agent of the manufacturer or distributor. 


5. How much evidence should be submitted? 

ANnswer.—If the product is one of which no brand has been 
previously admitted to New and Nonofficial Remedies, the 
manufacturer or responsible agent must present protocols of 
laboratory and clinical evaluations (toxicity, pharmacology, 
Such protocols should include 


therapeutics, deterioration, etc.). 
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not only evidence collected by the firm in its own investigations 
but references to published papers if available. All claims should 
be supported by pharmacologic, bacteriologic and other evidence 
necessary to demonstrate the usefulness of the submitted prod- 
uct. In general, this should include a summary of the various 
conditions treated, the number and type of cases treated, the 
dosage, frequency and duration of the administration of the 
drug, the therapeutic effects and any untoward reactions 
observed. The outline of description should be supplemented 
by twenty-two copies of reprints or suitable abstracts of avail- 
able experimental and clinical evidence, including references to 
the published scientific literature or to the sources from which 
it is derived. When extensive, the detailed reports may be sub- 
mitted in duplicate and twenty-two copies of a suitable com- 
prehensive and unbiased summary or abstract may be furnished 
for the Council. 


6. What constitutes acceptable evidence? 

ANSWER.—To be acceptable the clinical evidence must offer 
objective data with such citation of authority as will enable the 
Council to confirm the facts and establish the scientific value 
of the conclusions. The amount and character of the evidence 
that is required depend on the inherent probability of the claims, 
no evidence being needed for a salf-evident claim but strong 
evidence being required when the claim is beyond the trend of 
accepted data or previous scientific knowledge. Acceptable 
evidence is determined mainly by its quality. It must be fur- 
nished in sufficient detail to permit judgment as to the care 
with which it was gathered and the legitimacy of the deductions. 
Comparative trials facilitate and often are necessary for such 
judgment. The creditability of the data and the justification 
of the deductions are influenced by the reputation and experi- 
ence of the investigators as to disinterestedness, technical 
ability and critical judgment. “Testimonials” do not constitute 
acceptable evidence. 

The submitted evidence should withstand statistical analysis 
if such seems indicated. It is better to accumulate sufficient 
cases in a few centers than a few cases in many centers, since 
the latter are usually inadequate for controlled observation and 
critical analysis. Some indication of the animal and clinical 
data that often are required in the evaluation of a new drug 
or technic is offered in a report of the Council entitled ‘“Labora- 
tory and Clinical Appraisal of New Drugs” (J. A. M. A. 126: 
958-961 [Dec. 9] 1944). (Reprints may be secured from the 
Council office.) 


7. Does the evidence submitted to the Council need 
to be published before it is offered on behalf of a product? 

ANSWER.—Because of the long delay that normally occurs 
between the completion of a study and publication of the find- 
ings and because some investigators do not wish to publish 
their findings until they have studied other phases of interest 
which are not necessary to determine the lack of harmfulness 
and the usefulness of a preparation, it is nat necessary for the 
evidence to be published before it is submitted to the Council. 


8. Is evidence presented in foreign publications accept- 
able? 

ANswerR. — Normally, distributors and manufacturers have 
found it to their interest to have original work done in the 
United States, where a manufacturer or distributor can watch 
closely and work with the person or persons undertaking the 
research. 


9. Is it necessary for a manufacturer or distributor to 
submit additional evidence or review available evidence 
if he is merely submitting another brand of a product 
already described in N. N. R.? 

ANSWER.—When the article submitted represents only a new 
brand of a preparation already described in N. N. R., sucn evi- 
dence is not required so long as the claims for the product do 
not go beyond the statements set forth in N. N. R. 

When the article submitted is simply a dosage form of a 
brand of a product already accepted, only that information is 
required which is essential to supplement the original presenta- 
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tion and afford a clear description of the composition, purpose 
and usefulness of the new dosage form. 


10. Can a manufacturer or distributor use in advertis- 
ing literature claims exceeding those described in 
N. N. R.? 

ANSWER.—Therapeutic claims accepted by the Council are 
set forth in the N. N. R. monograph for the accepted article 
or class of articles. Claims made subsequent to the acceptance 
of an article must be submitted to the Council for review if 
such claims exceed or substantially modify those made at the 
time the product was accepted. 

If new claims are contemplated, they should be presented to 
the Council with supporting evidence before being used in 
promotion. 


11. Does the Council have any specific criteria for 
gathering evidence on drugs? 

ANsWeER.—The Council has indicated the type of evidence 
that may be necessary when undertaking an evaluation of a 
new agent. Its thinking is reflected in one of its reports entitled 
“Laboratory and Clinical Appraisal of New Drugs” (J. A. M. A. 
126: 958-961 [Dec. 9] 1944). (Reprints may be secured from 
the Council office.) 

Criteria for certain groups of products have been adopted by 
the Council in an attempt to encourage consistency in the 
collection of evidence for the agents in these groups. So far 
the Council has prepared criteria for anti-infective agents, anti- 
fungal agents and contraceptive agents. Copies of these criteria 
are contained in the Official Rules of the Council and may be 
obtained on request from the Council office. 


12. Does the Council accept mixtures? 

ANSWER.—Despite its general opposition to the indiscriminate 
marketing of mixtures of drugs in fixed proportions, the Council 
recognizes that certain ready-made dosage forms of synergistic 
or mutually adjuvant constituents may be desirable for the con- 
venience of physicians. The Council will accept such mixtures 
if they otherwise conform to its rules. 


13. Must advertising material be submitted in finished 
form at the time the product is presented to the council? 

ANSWeER.—Proposed labeling and advertising material may be 
submitted in manuscript or proof form. In fact, such submission 
is encouraged, as the claims may be more readily modified to 
meet Council suggestions. However, the responsible agent will 
be expected to see that the printed material conforms in every 
respect to what has been agreed on by the Council. 


14. Can minor changes in labeling and advertising be 
effected at the next printing of this material? 

ANSWER.—A reasonable time will be afforded by the Council 
to effect minor changes in labeling and advertising. 


15. Are trade names recognized by the Council when 
a new drug is presented? 

ANswer.— Trademark names for medicinal articles are 
accepted if the Council deems the use of such protected names 
not to be harmful to health, and if they are used in connection 
with a common or generic name which shall not be unduly 
subordinated to the trademarks in the labeling and advertising. 
It is desirable that trade names be coined so as to indicate the 
potent element or constituent. 

Trade names for official articles will not be accepted unless 
the trade names were in actual commercial use before the drug 
was admitted to or tentatively adopted for inclusion in the 
U. S. Pharmacopoeia or National Formulary. 


16. Will the Council consider trade names before they 
are placed in use? 

Answer.—Yes: It is highly desirable that trade names be 
passed by the Council before they are publicized, in order to 
avoid confusion and loss of investment if they should be found 
unacceptable. The Council is therefore willing to pass on pro- 
posed trade names even before the acceptance of the drug itself 
is determined. 
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SATURDAY, JUNE 25, 1949 


THE ATLANTIC CITY .MEETING 

Attendance at the Ninety-Eighth Annual Session of 
the American Medical Association was second largest 
in the history of the Association. More than 13,000 
physicians and almost 15,000 visitors were registered. 
Many physicians from foreign countries were present, 
evidence of the international standing of the Association 
and the worldwide interest in its activities. 

No one phase of activity was most interesting, since 
the varied interests of physicians and guests drew 
maximum attendance in every section and exhibit. The 
scope of this session was tremendous, including 212 
scientific exhibits and 341 technical exhibits ; more than 
300 scientific papers were presented at the Scientific 
Section meetings. The color television show alone 
attracted over 30,000 visitors. Demonstrations and 
interviews, and the interest shown in them, were con- 
tinuously in evidence. The audiences at the Section 
meetings were among the most attentive attracted to 
such programs. 

The actions of the House of Delegates were reported 
in part in last week’s issue of THE JourRNAL, and 
other topics are refiected in this and forthcoming issues. 

Dr. Ernest E. Irons, long associated with the Council 
on Pharmacy and Chemistry and with the Board of 
Trustees, was inducted into the Presidency of the 
Association. By unanimous vote, Dr. Elmer L. Hender- 
son, formerly cha'rman of the Board of Trustees, was 
made President-Elect. Dr. F. F. Borzell and Dr. 
James P. Reuling were reelected Speaker and Vice- 
Speaker, respectively, of the House of Delegates. 
Reelected to the Board of Trustees was Dr. Louis H. 
Bauer, who became Chairman of the Board. Dr. F. J. L. 
Blasingame of Wharton, Texas, was elected to fill the 
vacancy on the Board created by the expiration of 
Dr. Henderson’s term. Other elections included those 
for the Judicial Council, Council on Scientific Assembly, 
Council on Medical Education and Hospitals and Coun- 
cil on Medical Service. Dr. George F. Lull and Dr. 


respectively. 

On Sunday previous to the meeting inspiring 
addresses were offered at an open religious service by 
His Eminence Francis Cardinal Spellman, Rabbi Mor- 
ris S. Lazaron and Rev. Joseph McCartney. A dinner 
for the House of Delegates was addressed by Lord 
Horder, and the Joseph Goldberger Award in Clinical 
Nutrition was presented, posthumously, to Dr. Ran- 
dolph West. 

Other activities too numerous to describe in detail 
reflected the breadth of current medical problems and 
the intensity of interest shown by the medical profession . 
in solving these problems. From time to time reports 
on these activities will appear in THE JouRNAL. Their 
substance was made available immediately to the general 
population through the press. Thus the public is kept 
informed of the work of the medical profession to 
prevent illness, cure disease and make available the 
best possible medical care. There were more than 
twenty radio interviews and newscasts under sponsor- 
ship of the Association. 

The next session of the Association will be the 
1949 clinical session in Washington, D. C., Decem- 
ber 6-9, followed by the annual session in San Francisco, 
June 26-30, 1950. Officers and various committees of 
the Association have already completed arrangements 
to make these meetings successful. 


FENESTRATION OPERATION FOR 
OTOSCLEROSIS 

Recently Dr. Julius Lempert described the 
present status of the “Lempert Fenestra Nov-Ovalis 
Operation for the Restoration of Practical Unaided 
Hearing in Clinical Otosclerosis.” Since Dr. Lempert 
first described the one stage method for surgical man- 
agement of otosclerosis, improvements in technic have 
been made. Moreover, means for ascertaining pre- 
operatively the likelihood of obtaining practical and 
serviceable results have been improved. For restoration 
of practical hearing the preoperative bone conduction 
hearing for the 512, 1,024 and 2,048 pure tone fre- 
quencies should not be lower than the 30 decibel level. 
The decibel level of bone conduction hearing should 
be at least 25 to 30 decibels higher than the decibel 
level of air conduction hearing. With an adequate 
cochlear nerve function reservoir, no matter how great 
the preoperative hearing loss, restoration of practical 
hearing is considered possible. Dr. Lempert has 
described in detail his “bone-dust free fenestra noy- 
ovalis technic.” The main principle of this new technic 
is prevention of the entrance of bone dust into the 
operative area, since such dust may be responsible 
later for osteogenesis that interferes with or closes 


1. Lempert, J.: Lempert Fenestra Nov-Ovalis for the Restoration of 
Practical Unaided Hearing in Clinical Otosclerosis: Its Present Status, 
Proc. Roy. Soc. Med. 51: 617 (Sept.) 1948. 
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the fenestration. The technic includes burnishing the 
fenestral rim with pure lead to prevent osteogenesis 
at the freshly cut bony edge. 

Since the original operation was described, .Dr. 
Lempert has performed 3,700 fenestration operations 
and 450 revisions. Most frequent adverse complica- 
tions have been osteogenesis at the operative site, 
bleeding or oozing postoperatively, the development of 


postoperative inflammation of the tympanomeatal flap 


and postoperative labyrinthitis. The three latter com- 
plications have recently been almost completely con- 
trolled by improvements in operative technic and the 
administration of 300,000 units of penicillin each day 
for ten postoperative days. The introduction of the 
lead burnishing technic should greatly reduce the num- 
ber of closures of the fenestra from osteogenesis. 

Successful restoration of hearing obviously depends 
on proper selection of patients, the operative technics 
used and careful evaluation of preoperative and post- 
operative audiometric measurements. Dr. Lempert 
estimates that unaided hearing can be restored by 
operation in approximately 80 of 100 patients consi:l- 
ered most suitable for operation. At the end of two 
years, however, hearing regression will have occurred 
in 20 of this group of 80, thereby netting a 60 per cent 
successful two year result. Results at the end of two 
years are considered essentially permanent. With the 
latest advances in technic, better results are expected, 
but Dr. Lempert warns that there is great need for 
utmost caution in evaluating results in order that accu- 
rate preoperative prognoses may be made. 

Reports from some other authors have claimed a 
much higher percentage of successful operative results. 
Thus Shambaugh and Juers? and Shambaugh* in 
recent studies using a modified technic in a group of 
patients designated as class A (ideal), a group which 
may be said to correspond to Dr. Lempert’s (100 most 
suitable for operation), stated that successful two year 
results are possible in 80 per cent. Features of the 
Shambaugh modification include enchondralization of 
the fistula, placing the fistula on the horizontal semi- 
circular canal lateraliy and the use of a sea sponge 
and head frame technic to prevent postoperative serous 
labyrinthitis. In 1946 Shambaugh* stated that 92 per 
cent of an operative series measured audiometri- 
cally two years postoperatively showed improvement, 
although not all patients had maintained their maximum 
gain. As standards of selection of patients, changes 
i Operative technic and methods of postoperative anid 
preoperative audiometric evaluation have changed, this 
estimate of prognosis has apparently been revised down- 
ward. Other authorities suggest that the 20 per cent 
difference in estimate of good prognosis (60 per cent 


2. Shambaugh, G. E., and Juers, A. L.: Surgical Treatment of 
Otosclerosis, Arch. Otolaryng. 43: 549-567 (June) 1946; Indications for 
and End Results of Fenestration Surgery, Ann. Otol. Rhin. & Laryng. 
57: 397 (June) 1948. 

3. Shambaugh, G. E.: The Fenestration Operation: An Evaluation 
of Its Present Status, Surg. Gynec. & Obst. 84: 828-838 (April) 1947. 

4. Shambaugh, G. E.: The Fenestration Operation for Otosclerosis, 
J. A. M. A. 130: 999-1006 (April 13) 1946, 


by Lempert and 80 per cent by Shambaugh) probably 
does not relate to a real difference in operative results 
obtained or technics employed but is a factor of differ- 
ences in standards of patient selection and differences 
in concept of what may be considered a successful 
result. 


POSTONCOLYTIC IMMUNITY 

In 1946 Aptekman ' and his associates of the Wistar 
and Carnegie Institutes prepared an alcoholic extract 
of rat sarcoma tissues. Concentrates of this extract 
injected into transplanted sarcomas in homologous 
inbred strains of rats caused a rapid lysis of the sarco- 
mas, followed by sloughing and complete healing. 
Tested several weeks or months later the recovered 
rats were found to be wholly refractory to reimplanta- © 
tions with homologous type sarcoma. 

Confirmation of this postoncolytic tumor immunity 
with attempted determination of the chemical nature 
of the specific oncolysin is currently reported by the 
saine investigators.?, Primary sarcomas were induced 
in various inbred strains of rats by a local injection of 
3 mg. methylcholanthrene dissolved in mineral oil. 
Tumors thus induced were found to be 100 per cent 
transplantable to rats of the same inbred strain. Grafts 
from these primary tumors implanted into 1 month old 
susceptible rats of homologous strain usually attained a 
size of about 20 by 8 by 5 mm. by the end of seven days. 
To prepare the lytic concentrate, tissues from primary 
or transplanted sarcomas were minced, mixed with an 
equal volume of 95 per cent ethyl alcohol and ground 
for four to six hours at room temperature in an elec- 
trically driven ball mill. The fine emulsion thus obtained 
was centrifuged free from undissolved residue. Two 
volumes of 95 per cent ethyl alcohol were then added 
to the clear supernatant fluid. The substances precipi- 
tated by this addition were removed by filtration. The 
resulting clear yellow solution was then concentrated 
to about one sixth of its original volume by vacuum 
distillation. The resulting concentrate contained 30 per 
cent alcohol. The concentrate was injected in 0.5 to 
0.75 cc. doses into rapidly growing tumors seven or eight 
days after implantation. The injections were repeated 
every two or three days until the tumor was destroyed. 
In some cases only two or three injections were required. 
In others, as many as six to ten injections were needed 
to bring about complete lysis. 

Of 210 rat tumors thus treated, 203 were completely 
destroyed. Most of the 7 rats not cured died from 
anesthesia. Of the 203 rats cured by oncolysis, 149 
were tested three to four weeks later for acquired 
tumor resistance. They were then given a challenging 
dose of homologous sarcoma on the opposite side of the 
body. The rats were retested with larger sarcoma doses 


tekman, P. M.; Lewis, M. R., and King, H. D.: J. Immunol. 


1. Ap 
52:77 (Jan.) 1946. 

2. Lewis, M. R.; King, H. D.; Aptekman, P. M., and Seibert, F. B.: 
J. Immunol. 60: 517 (Dec.) 1948. 
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ten to twelve months later. All were found to be 100 
per cent resistant to homologous retransplants. Con- 
trol transplants of the same tumor into normal rats 
usually gave rise to large tumors (50 by 25 by 20 mm.) 
within twenty-one days. 

Detailed chemical and physicochemical analyses of 
the alcoholic concentrates have led to tests of numerous 
suspected fractions dissolved or suspended in 30 per 
cent alcohol. Nicotinamide, cocarboxylase, ascorbic 
acid and certain other substances have been found to 
increase the growth rate of rat sarcomas. Control 
extracts from normal tissues as well as certain other 
suspected factors decrease tumor growth rate. But 
none of them thus far tested has destroyed the tumor. 
Human malignant tumor extracts were prepared by 
the same technic from carcinoma of the intestines. 
These were found to be more toxic than similar extracts 
from rat sarcomas, since 40 per cent of the rats repeat- 
edly given injections of the human concentrates died 
from the injections. In the surviving rats the tumors 
were destroyed, followed by an _ effective tumor 
immunity. 

A second finding of theoretic interest is the result 
of their tests of the possible hereditary transmission of 
this acquired oncolytic tumor immunity. Five healed 
and immune female rats were mated with 5 healed and 
immune males. When the offspring were 30 days old, 
in them and their parents fragments were engrafted 
of the same kind of tumor that had undergone oncolysis 
in the parents. The tumor grafts grew in every one 
of the offspring, but failed to grow in the parents. 
The physiologic mechanism of this postoncolytic immu- 
nity to cancer has not yet been determined. 


Current Comment 


DR. LEWIS HILL WEED RETIRES 


Friends and hundreds of leading physicians who have 
been associated with Dr. “Lew” Weed in the work 
of the Division of Medical Sciences of the National 
Research Council for the last eleven years will be 
shocked to hear that he is seriously ill with tuberculosis 
involving both the lungs and the larynx and is now in 
the sanatorium at Saranac Lake. Among the positions 
he has occupied recently have been trustee of the 
Institute for Advanced Study, trustee of the Carnegie 
Institution in Washington, chairman of the Division 
of Medical Sciences of the National Research Council, 
member of the Medical Advisory Committee of the 
American Red Cross, member of the Advisory Council 
of the Insurance Research Fund and member of the 
Board of the Honorary Consultants of the Army Medi- 
cal Library. He was for many years a professor of 
anatomy in Johns Hopkins University School of Medi- 
cine and for some time dean of the School of Medicine. 
In 1946 he received the Medal of Merit with a citation 
in which he was hailed as “eminent scientist and medi- 
cal administrator” and which specified his “especially 


COMMENT 1949 
meritorious conduct in the performance of outstanding 
service.” The citation reads, “By his vision and ener- 
getic action, Dr. Weed has rendered unquestionable 
service to his country in the mobilization of eminent 
civilian specialists and through the stimulation and sup- 
port of scientific projects which to so large an extent 
formed the basis of effective measures for the prevention 
and cure of diseases and battle injuries among the 
armed forces of the United States.” His genial charac- 
ter and fine sense of humor, his extraordinary facility 
for resolving differences in point of view endeared him 
to all who were privileged to work with him. Dr. 
Weed has the very best wishes of the medical profes- 
sion of our country and of the innumerable scientists 
who have been associated with him, for recovery from 
his illness and for many years of relaxation from the 
arduous duties that he has undertaken in a career 
marked by brilliance and important achievement. 


POISONING FROM ANILINE MARKING 
ON DIAPERS 


Kagan and his co-workers ' have warned against the 
hazard of aniline intoxication in infants, particularly 
premature infants, from the use of diapers stamped 
with inks containing aniline dyes. Sixty-three such 
cases have been reported of which five terminated 
fatally. Kagan and his group have added 9 cases to 
this series. Aniline may be absorbed through the 
skin. In the body it produces cyanosis through con- 
version of hemoglobin to methemoglobin, a non-oxygen- 
carrying pigment. Such conversion is slow, and 
prolonged absorption of the dye is required to produce 
a significant effect. Infants, especially premature 
infants, are particularly susceptible to diminished sup- 
ply of oxygen and hence even slight degrees of 
inemia may be serious. Prevention of such 
accidents is simple. If the diapers are boiled after they 
re stamped and thoroughly dried before use, the dye 
becomes fixed and absorption does not occur. The 
ideal method of prevention would be the use of nontoxic 
dyes, but unfortunately, vegetable pigments, charcoal 
and silver nitrate lack the permanence required for 
marking clothing in large institutions. 


iA 


POSTGRADUATE COURSES FOR PHYSICIANS 


In this issue is the semiannual list of postgraduate 
courses prepared by the Council cn Medical Education 
and Hospitals covering the period July 1, 1949 to 
Jan. 15, 1950. These courses are offered in fifty-two 
subjects and vary in length from a few days to more 
than a year. There are 834 courses. In eighty-five 
instances the course can be arranged to suit the con- 
venience of the student. Medical schools and hospitals 
as well as state and special medical societies will give 
the courses, although many other agencies will 
cooperate. This type of training continues to be 
popular among physicians. The list of courses in this 
issue covers more varied opportunities than were pro- 
vided in any previous list. 


1, Kagan, B. M.; Mirman, B.; Calvin, J., and Lundeen, E.: J. Pediat. 
34: 574 (May) 1949, 
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ORGANIZATION SECTION 


PROCEEDINGS of the ATLANTIC CITY SESSION 


MINUTES OF THE ANNUAL SESSION 


OF THE HOUSE OF DELEGATES OF 


THE AMERICAN MEDICAL ASSOCIATION, HELD IN 


ATLANTIC CITY, 


JUNE 6-10, 1949 


HOUSE TES 


First Meeting—Monday June 6—Continued 


REPORT AND SUPPLEMENTARY REPORT 
OF COUNCIL ON MEDICAL SERVICE 


Dr. James R. McVay, chairman, presented the following 
report and supplementary report of the Council on Medical 
Service, which were referred to the Reference Committee on 
Insurance Plans and Medical Service: 


Report of the Council on Medical Service 


To the Members of the House of Delegates of the American 
Medical Association: 


PREPAYMENT MEDICAL CARE 


The rapid and orderly growth of voluntary prepayment medi- 
cal and hospital care plans has been one of the striking and 
stimulating economic developments supported by American 
medicine during the past fifteen years. The initiating and pro- 
pelling force of these plans was the medical profession acting 
through its local and state societies and later its national organ- 
ization. This movement has attained national proportions. At 
the present time over 30,000,000 persons are covered by Blue 
Cross type hospital insurance and over 10,000,000 by Blue 
Shield type medical care insurance. This stimulus and the 
accumulated experietice gained by these organizations have 
prompted many private insurance companies to enter this field, 
and they°are making substantial contributions toward the 
accomplishment of the ultimate objective; namely, voluntary 
health insurance at a nominal cost for all the people in the 
United States. The total number of persons covered by all 
voluntary agencies is 55,000,000 for hospitalization and 37,000,000 
for surgical or medical care. 

The American Medical Association is not engaged in the 
insurance business and has no intention of giving a preferential 
standing to any one type of voluntary plan. The American 
Medical Association does believe, however, that it has a definite 
function to perform, that of evaluating any insurance plan pre- 
sented to the people, thus protecting them as far as possible 
against unscrupulous or unsound plans. The American Medical 
Association further believes that the people should be free to 
purchase the type of health security they desire. To this end 
the Council on Medical Service for the past four years has 
critically examined various plans and has given its approval 
to numerous plans operating on a local or state basis. The 
Council has felt the need for a national organization which 
would act as a trade and coordinating agency for all medically 
sponsored plans. 

Therefore the Council on Medical Service recommends: 

1. The formation of a national coordinating agency representing all 
qualified voluntary prepayment plans in accordance with the proposal made 
to the Board of Trustees by the Council on Medical Service. 

2. That there shall be no official connection between the American Medi- 
cal Association and the Associated Medical Care Plans. However, the 
American Medical Association will continue to approve or disapprove all 
voluntary medical care plans. 

3. The recognition of A.M.C.P. as a trade organization of member plans 
and Blue Cross as occupying a similar position for voluntary prepayment 
hospital care plans. 

4, The recognition of the responsibility of the American Medical Asso- 
ciation to: 

(a) Promote the principle of voluntary insurance by educating the 

people as to their need for such coverage and hy obtaining full 


cooperation from state and county medical organizations in the 
local field. 

(6) Inform the American people of the availability of approved plans 
that propose to supply on a prepayment basis security against the 
economic hazards of serious illness. 


Respectfully submitted, 
James R. McVay, Chairman. 
E_mer Hess, Vice Chairman. 
Jesse D. Hamer. 
J. D. McCarrnuy. 
Tuomas A. McGoLprRick. 
H. B. MULHOLLAND. 
R. L. SENSENICH. 
Water B. MArTIN. 
Epwarp L. Bortz. 
Georce F. Lut. 
Mr. Tuomas A. HENprRIcKs, Secretary. 


Supplementary Report of Council on Medical Service 

I. Positive Approach to Action: Since the Interim Session in 
St. Louis, the Council on Medical Service and its correlating 
committees have met with leaders of labor, farm and industrial 
groups, and representatives of consumer health cooperatives, 
Associated Medical Care Plans, private insurance organizations, 
the American Hospital Association, the American Medical 
Association's National Education Campaign managers and 
numerous state medical associations. 

In most instances the problems have been difficult; points of 
view often have been divergent and solutions hard to find. 
In every instance the Council has approached each particular 
problem openly and objectively and has based its decisions on 
what it believes is in the best public interest and will guar- 
antee, so far as possible, the highest standards of health service 
to every American citizen. 

Your Council on Medical Service recommends to the House 
of Delegates positive, decisive, progressive action without sacri- 
ficing any of the fundamental principles of American medicine. 

II. Five Specific Recommendations: Specifically, the Council 
recommends that the House of Delegates take definite action on 
five following subjects: 

1. Approve complete and absolute separation of Associated 
Medical Care Plans from the American Medical Association 
and adopt the joint statement of the Board of Trustees and the 
Council on Medical Service as presented in the report of the 
Council. 

The Council on Medical Service desires at this time to 
acknowledge the efforts of Associated Medical Care Plans in 
promoting through its member plans the principle of voluntary 
prepayment health insurance, and believes that Associated Medi- 
cal Care Plans has reached a state of development where it can 
function more adequately as an autonomous trade association. 

2. Approve the tentative principles set up to guarantee good 
medical service to subscribers of lay sponsored voluntary 
health plans. 

3. Approve arrangements made at the suggestion of the 
Council with Whitaker and Baxter that the Council develop 
the positive phases of the National Education Campaign, prin- 
cipally the nationwide promotion of the voluntary health insur- 
ance campaign on all fronts. 

4. Approve the plan of action of this over-all campaign using 
all the agencies portrayed in the Scientific Exhibit on “Volun- 
tary Health Insurance.” and in accord with the promotional 
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program adopted by the Atlantic City June 4 conference of 
groups working in the voluntary health insurance field. 

5. To carry out the recommendations and to further the 
effectiveness of the Council’s correlating committees on (a) 
prepayment hospital and medical service, (b) extension of hos- 
pitals and other facilities, (c) medical care of veterans, (d) 
medical care of industrial workers, (¢) medical care of the 
indigent, (f) medical care of children and (g) relations with 
lay sponsored voluntary health plans, the Council further rec- 
ommends that the House of Delegates approve the necessary 
increase of the Council’s staff personnel so that (1) full time 
assistance may be available to forward the activities of the cor- 
relating committees, and (2) an active program of field pro- 
motion may be instituted immediately to bring about increased 
enrolment through a!l approved voluntary health programs and 
plans in the shortest possible time. 

III. Detailed Addenda: Copies of this report together with 
addenda giving detailed data on each of these points is herewith 
supplied for the information of the House of Delegates and its 
appropriate Reference Committee. Each of the addenda is num- 
bered to conform with each of the five recommendations. 

Respectfully submitted, 

James R. McVay, Chairman. 

Eimer Hess, Vice Chairman. 

Tuomas A. McGorprick. 

H. B. 

Jesse D. HAmer. 

J. D. McCartny. 

Watter B. Martin. 

R. L. SENSENICH. 

Epwarp L. Bortz. 

Gerorce F. Lut. 

Mr. Tuomas A. HENDRICKS, 

Secretary. 

ADDENDA (IN REFERENCE TO II [2]) 

At the direction of the Board of Trustees the Council on 
Medical Service has drawn up the attached suggested principles 
to use to evaluate lay sponsored voluntary health plans. 


BACKGROUND 


In December 1946, the Committee on Rural Medical Service 
reported to the Board of Trustees (and House of Delegates) : 


The development of cooperative associations and other consumer controlled 
groups for provision of medical care has received considerable attention. 
There are some eighty-nine cooperatives in thirty-one states now operating. 
This is an interesting experiment in the rural effort to do something 
construct.ve from the point of view of the consumer. The medical pro- 
fession should be concerned in all these plans with the view that a high 
level of medical care be supplied. Since these groups expect to employ 
physicians, some minimum standards, or the basic principles involved in 
such contracts, should be adopted by this House of Delegates for the 
guidance of physicians entering such employment and for the considera- 
tion of employing groups interested in establishing a high standard of 
medical care. 


Acting on this report the Reference Committee recommended 
the following resolution which was adopted by the House of 
Delegates : 

WuereEas, There is some difference of opinion regarding the establish- 
ment of consumer cooperative medical care programs, nevertheless they 
are functioning in certain areas of this country; and 

Wuereas, It is necessary that in order to instre good medical care 
certain basic principles be formed; therefore be it 

Resolved, That this House of Delegates request the Board of Trustees 
to set up proper standards to be used by cooperative or consumer con- 
trolled groups when providing medical service. 


The Board of Trustees referred the resolution to the Council 
on Medical Service. 

On receipt of this resolution, the Council on Medical Service 
initiated a survey of lay sponsored voluntary health plans. In 
reporting this survey to the House of Delegates the Council 
described it as a study to determine the possibility of formu- 
lating standards for this particular type of medical practice. 

This survey, when completed, indicated that some one hundred 
and seventy-one lay sponsored voluntary health plans had been 
organized in forty-three states and were serving an estimated 
1,600,000 persons. Certainly more important, however, was (and 
is) the growing emphasis on the so-called fringe benefits in 
collective bargaining. While the American Medical Association 
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has no part in the collective bargaining effort itself, we must 
recognize a responsibility in seeing to it that the principles 
under which any health plans, resulting from such collective 
bargaining are organized, give assurance to the individual par- 
ticipants that the quality of medical care will not be adversely 
affected. 

To the end that such assurance might be given wherever lay 
sponsored prepayment plans are operated, the Council on Medi- 
cal Service has sought the counsel and experience of many 
individuals and groups. As a final step in the development of 
suggested principles for lay sponsored health plans the Council 
selected a special committee composed of three persons well 
acquainted with the problem. This committee met with a similar 
committee representing the lay sponsored plans with a specific 
instruction to prepare suggestions as to principles. This special 
committee, composed of Dr. L. W. Larson, Bismarck, N. D., 
Committee on Rural Health of the American Medical Asso- 
ciation; Dr. Norman Scott, Newark, N. J., executive vice 
president and medical director of the Medical-Surgical Plan of 
New Jersey, and Mr. C. H. Crownhart, Secretary of the State 
Medical Society ‘of Wisconsin, is to be commended for the 
excellence of its work, which resulted in a series of detailed 
suggestions. The Council considered these suggestions at length 
and developed the following twenty principles which it pre- 
sented to the Board of Trustees. 

The Board of Trustees, in turn, transmitted the principles to 
the Bureau of Legal Medicine and Legislation of the American 
Medical Association for review and requested the Council on 
Medical Service to submit copies to the House of Delegates 
as addendum to this Supplemental Report: 


SUGGESTED PRINCIPLES FOR LAy SpoNnsoRED VOLUNTARY 
HEALTH PLANS 

1. The plan shall be nonprofit, paying no dividends to bene- 
ficiaries or others; all surplus earnings shall be devoted either 
to improving the services, to making compensation of physi- 
cians and other staff members more adequate for their respon- 
sibilities and services, to purchasing facilities and equipment, to 
increasing the scope of benefits, or to building adequate reserve 
funds. All income to the plan shall be devoted to services for 
beneficiaries. 

2. The plan shall comply with the Principles of Medical 
Ethics of the American Medical Association, which provide that 
it is unprofessional for a physician to dispose of his professional 
attainments or services to any lay body, organization, group 
or individual, by whatever name called, or however organized, 
under terms or conditions which permit a direct profit from 
the fees, salary or compensation received to accrue to the lay 
body or individual employing him. 

3. If incorporated, the plan shall be adequately financed and 
organized without capital stock. 

4. The plan shall be operated under an autonomous adminis- 
tration or trust, with segregated funds, and shall be devoted 
exclusively to the provision of health service. 

5. Promotion, sales, organization and administrative expense 
of the plan shall be kept at a minimum as judged by the 
accrediting body. 

6. The quality of medical service shall be maintained at the 
highest possible level. All participating physicians shall be 
doctors of medicine duly licensed to practice medicine in any 
state in which the plan operates. Each physician engaged in 
the practice of a specialty shall be required to have adequate 
qualifications for that specialty. The personnel and facilities of 
the plan shall be adequate to insure a high quality of medical 
care. 

7. The plan shall provide all services as set forth in the 
agreement with the beneficiary. When, in the opin‘on of the 
medical staff, a professional service set forth is not available 
because of an emergency or because of the need for highly 
technical procedure, or for any other reason, then such service 
shall be otherwise provided by the plan. 

8. The plan, in its agreement entered into with the beneficiary 
and which shall be distributed to each beneficiary, shall state 
clearly the services and benefits to be provided and the condi- 
tions under which they will be provided. All exclusions, limi- 
tations, waiting periods and deductible provisions shall be clearly 
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stated in the agreement with the beneficiary and in promotional 
and descriptive literature. 

9. The plan shall, in its agreement with the beneficiary, state 
clearly the amount of dues or subscriptions to be paid. The 
amount of dues or subscription shall be adequate to provide for 
the benefits and services offered and to insure proper financing 
of the risks involved. 

10. No promotional material shall invite attention to the pro- 
fessional skill, qualifications or attainments of the physicians 
participating in the plan. 

11. Participating physicians may be compensated in any 
manner not contrary to the Principles of Medical Ethics of the 
American Medical Association relating to contract practice. 

12. Any duly licensed physician in the community who 
wishes to participate in the plan, who meets its professional 
and personnel standards and who agrees to abide by its terms 
and the requirements of its beneficiaries shall be admitted to 
the plan. 

13. The names of all participating physicians of the plan 
shall be made available to the prospective beneficiary. The 
beneficiary shall, within reasonable geographic and professional 
limitations, have free choice among participating physicians. 

14. There shall be no interference by the governing body 
with the medical staff in the practice of medicine. The tra- 
ditional and confidential relationship of the physician and 
patient shall be preserved. 

15. Adequate provision shall be made for effective partici- 
pation of the medical staff in the deliberations of the govern- 
ing body. It is recommended that the membership of the 
governing body include representatives of the medical profession. 

16. All services rendered by the participating physician, not 
included in the beneficiary’s contract, shall be payable by the 
beneficiary to the participating physician on a fee for service 
basis. 

17. The method of operation of any hospital owned or under 
contract to the plan shall be in accordance with sound public 
policy. 

18. The plans shall provide for like rates, benefits, terms 
and conditions for all persons in the same class. 

19, Investment of reserve funds shall be made only in securities 
deemed prudent for such purposes. 

20. Any plan desiring approval under these principles shall 
agree to such periodic reviews and to abide by such regulations 
as may be deemed necessary by an appropriate accrediting body 
of the American Medical Association in consultation with repre- 
sentatives of the sponsors of the plan. 


ADDENDA (IN REFERENCE TO II [3 AND 4]) 
At the request of the Council on Medical Service, a meeting 


was held with Whitaker and Baxter at the La Salle Hotel, | 


Chicago, April 30, 1949. The meeting was attended by the 
following: Drs. McVay, Hamer, McCarthy, Martin, Mulholland, 
McGoldrick and Hess of the Council; Dr. Howard and Messrs. 
Rember and Hendricks of the American Medical Association 
staff. 

Agreement was reached with Whitaker and Baxter that the 
Council would have charge of the promotion of the enrolment 
campaign for voluntary health insurance. All approved groups 
and agencies are to be used in furthering this campaign, among 
them being Associated Medical Care Plans, private insurance 
carriers, the Western Conference of Prepaid Medical Care 
Plans and the Conference of Medical Society Prepayment 
Plans. Help in promoting this campaign is to be enlisted from 
the United States Chamber of Commerce, the Farm Bureau and 
other farm organizations, state and local federations of women’s 
clubs, parent-teachers associations, leaders of industry and labor. 

Representatives of the various voluntary health insurance 
groups were invited to meet with the Council in Atlantic City 
on June 4. At that time suggestions were made as to ways 
and means of supporting that part of the National Education 
Campaign that has to do with voluntary health insurance. 

Total enrolment in voluntary health insurance has long been 
a moot question. In an endeavor to reach some reasonable 
estimate of the present status in regard to voluntary plan 
enrolment, nationwide and by states, the Council enlisted the 
cooperation of Associated Medical Care Plans, the Health 
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Insurance Council and Blue Cross. The resultant picture is 
not as accurate or as clear as the Council would wish, but 
we believe it is the best presented to date. The conclusions 
are portrayed at the Scientific Exhibit on “Voluntary Health 
Insurance.” This exhibit, sponsored jointly by Associated 
Medical Care Plans, the Health Insurance Council and the 
Council on Medical Service, is an expression of the Council’s 
conception as to the over-all plan of action in reaching the 
voluntary enrolment goal. It will take the best efforts of all 
of us to achieve the goal. 


ADDENDA (IN REFERENCE TO II [5]) 

Additional staff requirements to enable the Council’s cor- 
relating committees to function effectively and actually to carry 
on a program of field promotion of all approved voluntary 
health programs have been estimated as follows: 

(1) One staff assistant whose full time can be devoted to the 
preparation of news stories, pamphlets and other copy on the 
subject of voluntary health insurance, as well as related medical 
care programs—to be assigned to the Council from the staff 
of Whitaker and Baxter or the Public, Relations office of th 
American Medical Association. 

(2) One field assistant, with a knowledge of medical society 
activities and prepayment medical care plans, whose full time 
can be devoted to consulting with and assisting medical societies, 
prepayment plans, etc. 

(3) One field assistant, with insurance experience, whose full 
time can be devoted to activities paralleling those noted in 
2). 


REPORT OF COUNCIL ON MEDICAL EDU- 
CATION AND HOSPITALS 


Dr. Reginald Fitz, member of the Council on Medical Educa- 
tion and Hospitals, presented the following report, which was 
referred to the Reference Committee on Medical Education: 

Under the new Constitution and By-Laws, the Council on 
Medical Education and Hospitals will make its annual report 
to the House of Delegates at the interim session. However, 
there are three matters that the Council would like to present 
to the House of Delegates at this session. The first of these 
has to do with the evaluation of foreign medical schools. The 
second is a revision of the “Essentials of Approved Residencies 
and Fellowships” and the third is a revision of the “Essentials 
for Approved Examining Boards in the Specialties.” 

1. Up to this time the Council on Medical Education and 
Hospitals has never attempted to classify foreign medical 
schools. During the past two years it has become increasingly 
evident to,the Council that a reliable and authoritative classifica- 
tion of foreign medical schools should be available to the 
licensing boards and other official and voluntary agencies ia 
the United States that deal with graduates of foreign medical 
schools. In the past fifteen years more than 10,000 foreign 
trained physicians have migrated to the United States, and it 
may be expected in the years ahead that at least 1,000 foreign 
medical graduates will be coming to this country annually. 

State licensing boards at this time have no way by which 
they can intelligently evaluate the training of these physicians 
and determine whether or not they should be admitted to their 
examinations for licensure. As a result, some state boards 
are excluding all foreign medical graduates from their exam- 
inations, while others admit all foreign medical graduates to 
their examinations without regard to the type of education that 
they have received. 

After lengthy consideration, the Council believes that the 
American Medical Association has an obligation to classify 
foreign medical schools. The Council, therefore, requests 
authorization from the House of Delegates to establish after 
thorough study of all available information a list of foreign 
medical schools that appear to provide adequate educational 
programs. Such a list will make it possible for state licensing 
boards to adopt a more intelligent and enlightened policy with 
respect to foreign medical graduates without lowering the 
standards of licensure that have been developed for the pro- 
tection of the public. 

2. The Council is submitting to the House of Delegates for 
ratification a revised text of the essentials for residency training 
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in physical medicine. These essentials have been revised to 
recognize the fact that the field of physical medicine in recent 
years has been broadened to include rehabilitative medicine. 
The Council now proposes that residencies in the field of 
physical medicine be known as residencies in physical medicine 
and_ rehabilitation. 

3. In February 1949, the Council voted to approve the newly 
formed American Board of Preventive Medicine and Public 
Health. The Council now requests authority of the House of 
Delegates to amend its “Essentials for Approved Examining 
Boards in the Specialties” to include this new board in the list 
of boards approved by the Council. 

Respectfully submitted, 

H. G. Wetskotten, Chairman. 
REGINALD 
Victor JOHNSON, 
Russe_t HADEN, 
Harvey B. Stone. 
W. L. Press ty. 
S. MIDDLETON. 
Donatp G. ANvERSON, Secretary. 


ESSENTIALS FOR RESIDENCY TRAINING IN PHYSICAL 
MEDICINE AND REHABILITATION 

Residencies in this specialty should include experience in 
the various aspects of rehabilitation and training in the clinical 
and diagnostic use of all physical agents except those employed 
in radiology. As used in these Essentials, rehabilitative medicine 
is considered to be that phase of medicine which is concerned 
with the care, treatment and restoration of the physically and 
psychiatrically handicapped patient and of the convalescent. A 
complete program should include physical therapy, corrective 
speech, psychologic services, social service, occupational therapy, 
vocational guidance, education and planned recreation, correlated 
with the necessary medical, surgical and psychiatric care. 
(Programs presently limited to training in physical medicine 
should be expanded to meet the requirements of the broader 
concept of this specialty.) 

A department of physical medicine and rehabilitation should 
be organized as a major service with a qualified department 
head and associates, as well as trained technical personnel. It 
should operate as a service department to the clinical divisions. 

Sufficient space in the hospital and adequate equipment 
should be provided to carry out a comprehensive and well 
planned program. The allocation to this service of a sufficient 
number of beds, as well as treatment rooms, offices, class rooms 
and space for recreation and other activities, is highly advan- 
tageous, if not essential. 

A minimum of three years of residency training is considered 
necessary to train a physician who desires to specialize in this 
field. Shorter training periods in this specialty of six to twelve 
months may be valuable for residents in medicine, surgery and 
other specialties. 

A three year program should encompass the entire field of 
physical medicine including its basic science aspects; medicine, 
in the rehabilitative aspects of arthritic, cardiovascular and 
other chronic diseases; opthalmology-otolaryngology, in the 
rehabilitation of the blind, deaf and otherwise handicapped 
patient; psychiatry, as it applies to the care and treatment of 
the convalescent medical and surgical patient and the psycho- 
neurotic; neurology, particularly in its application to special 
problems such as hemiplegia and other chronic neurologic dis- 
orders; orthopedics, as it applies to congenital and acquired 
deformities; surgery, as it applies to traumatic, amputee and 
plastic cases; and pediatrics in its relation to patients with 
. poliomyelitis, rheumatism, cerebral palsy and similar diseases. 
Theoretic and practical training should be given in the use 
of braces and prosthetic appliances, special technics and equip- 
ment for the evaluation diagnosis and treatment of the physically 
and mentally handicapped. Psychosocial and prevocational 
rehabilitation of the convalescent and chronically ill patient 
should be an integral part of the program. In those cases in 
which the outpatient activity is limited, affiliation with other 
institutions offering training in special aspects of this field is 
indicated. 

Quantitative Requirements: To supply an adequate amount 
and variety of teaching material, there should be a minimum 
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of 500 admissions and 7,500 patient visits to the department 
annually. 

Applied Basic Science Instruction: Training at the graduate 
level in anatomy, physiology, physics, biophysics and pathology 
is considered essential. The training in anatomy should include 
functional anatomy and kinesiology. The training in physics 
should include radiation physics, electronics and instrumentation. 
Study in applied basic sciences should be closely correlated with 
clinical experience. 

Board Requirements: The American Board of Physical 
Medicine requires candidates for the certifying examination 
to have completed an approved rotating internship, following 
graduation from a medical school approved by the Council 
on Medical Education and Hospitals, a period of study after 
the internship of not less than three years of approved super- 
vised training and not less than two additional years of study 
and/or practice in this specialty. 

The board requires that the special training following the 
internship include a period of study in clinics, dispensaries or 
hospitals recognized by the Council on Medical Education and 
Hospitals and by the American Board of Physicai Medicine 
as competent to provide a satisfactory training in physical 
medicine and rehabilitation. During this period, the resident 
should be assigned directly to the department of physical 
medicine and rehabilitation for a minimum of one and one half 
years. The period of specialized preparation should include 
(a) graduate training in anatomy, including kinesiology and 
functional anatomy; physics, including radiation physics, elec- 
tronics and medical instrumentation; physiology, pathology, and 
other basic sciences which are necessary to the proper under- 
standing of the specialty; (b) an active experience of not less 
than two years in hospitals, clinics or dispensaries approved 
by the Council and the American Board of Physical Medicine. 
An additional period of not less than two years of study and/or 
practice in the specialty is considered necessary to complete 
the applicant’s training. The candidate is required to pass a 
written and oral examination given by the board which will 
include questions concerning the basic sciences, clinical practice 
and laboratory and public health problems related to physical 
medicine and rehabilitation. 


REPORT OF JUDICIAL COUNCIL 


Dr. E. R. Cunniffe, chairman, presented as the report of the 
Judicial Council a revised Principles of Medical Ethics, con- 
sideration of which on motion of Dr. G. Henry Mundt, Illinois, 
seconded by Dr. Mather Pfeiffenberger, Lllinois, and carried, 
was postponed to a later meeting of the House. 


REPORT OF REFERENCE COMMITTEE ON 
RULES AND ORDER OF BUSINESS 


Dr. A. F. R. Andresen, New York, chairman, presented the 
following report: ° 

Your Reference Committee on Rules and Order of Business, 
agreed unanimously to the following: First, that the House 
adjourn today at 12:30 p. m.; that it reconvene at 2 p. m.,, 
instead of 2:30 p. m., which is stated on the program, and 
that because of its effect on public relations, an executive 
session be avoided, if possible, but if later it be found desirable, 
your committee recommends that tomorrow, Tuesday, at 1:15 
p. m.,.the House convene in executive session. 

On motion of Dr. Val H. Fuchs, Louisiana, seconded by Dr. 
Walter E. Vest, West Virginia, and carried, the report of 
the Reference Committee was adopted. 


REPORT OF COUNCIL ON SCIENTIFIC 
ASSEMBLY 


Dr. Charles H. Phifer, member of the Council on Scientific 
Assembly, presented the following report, which was referred 
to the Reference Committee on Reports of Officers except the 
portion referring to amendments to the Constitution and 
By-Laws which was referred to the Reference Committee on 
Amendments to the Constitution and By-Laws: 
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To the Members of the House of Delegates of the American 
Medical Association: 


INCREASE IN MEMBERSHIP OF COUNCIL 


In its supplementary report at St. Louis in 1948 the Council 
on Scientific Assembly stated: 


Enlargement of the Council: The Council on Scientific Assembly as now 
constituted consists of five Member or Service Fellows elected by the 
House of Delegates on nomination by the Board of Trustees (By-Laws, 
Division Three, Chapter X, Sec. 4. Standing Committees.—(B) Member- 
ship). Due to the increasing amount of work devolving on the Council 
by virtue of an additional Scientific Assembly at the Interim Sessions 
and because of the enlarged scope of the activities of the Council under 
the new By-Laws, a request is made to the House of Delegates to give 
consideration to enlarging the membership of the Council from five to 
seven. The Council also suggests, if the request for enlargement be 
granted, that, when feasible, one of the additional members be a general 
practitioner or a Fellow who has intimate knowledge of the needs of 
general practitioners in relation to arranging the programs for the Scien- 
tific Assembly at the Annual Sessions and at the Interim Sessions. 


The Reference Committee on Sections and Section Work, 
to which the report of the Council was referred, reported as 
follows: 

The advisability of granting an increase in the membership of the 
Council from five to seven in number was clearly apparent for reasons 
adequately expressed; therefore, the committee approves of such an 
enlargement and recommends that the indicated change in the By-Laws be 
presented at the next meeting of this House of Delegates for consideration 
at that time. 

In accordance with this action of the House of Delegates, the 
Council submits the following amendment: 


ProposED AMENDMENT TO By-Laws, Division THREE, 
Cuapter X, Section 4(B) 

Amend the first sentence in the second paragraph of Division Three, 
Chapter X, Section 4(B) to read: “The Council on Scientific Assembly 
shall consist of seven Member or Service Fellows elected by the House of 
Delegates on nomination by the Board of Trustees for terms of seven 
years, so arranged that at each annual session the term of one member 
expires, except that at the 1949 annual session, one member shall be 
elected for a term of five years, one for a term of six years and one for 
a term of seven years. 


RECOMMENDATION FOR ESTABLISHMENT OF A SECTION ON 
PHYSICAL MEDICINE AND REHABILITATION 
PpoposeD AMENDMENT TO Division Two, 

Cuapter VII, Section 1 

A group of physicians primarily interested in physical medi- 
cine and rehabilitation has requested the Council on Scientific 
Assembly to recommend to the House of Delegates that it 
create a Section on Physical Medicine and Rehabilitation. The 
Council agreed, at a meeting held on April 7, to recommend 
that the House of Delegates create a Section on Physical 
Medicine and Rehabilitation, and that the By-Laws be amended 
as follows: 

Amend Division Two, Chapter VII, Section 1, by changing “19. Mis- 


cellaneous Topics” to “20. Miscellaneous Topics” and by adding ‘19, 
Physical Medicine awd Rehabilitation.” 


Respectfully submitted, 


Henry R. Viets, Chairman. 

Cuartes H. PHIFER. 

L. W. Larson. 

STANLEY P. REIMANN. 

ALPHONSE McMaunon. 

Ernest E. Irons, President-Elect. 
Morris Fisusein, Editor, THE JouRNAL. 
Gerorce F. Lutt, Secretary. 


Ex officio. 


NEW BUSINESS 


Proposed Amendment to By-Laws 

Dr. Allen H. Bunce, Georgia, presented the following pro- 
posed amendment to the By-Laws, which was referred to the 
Reference Committee on Amendments to Constitution and 
By-Laws: 

Amend Division Three, Chapter XII, Section 6 (A) by 
adding the words “Judicial Council and” just before the words 
“Scientific Assembly.” 
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Resolution on the General Practitioner 
Dr. P. J. DiNatale, New York, presented the following 
resolution, which was referred to the Reference Committee 
on Medical Education : 


Wuereas, For the best interests of his patients the general sages ccd 
at this time deserves particular erent therefore be i 

Resolved, (1) That general practitioners should receive special training 
in medical colleges; (2) that internships of at least two years’ duration 
should be arranged for general practitioners; (3) that wherever possible 
a hospital should contain a section for general practice, particularly those 
hospitals approved for intern training by the American Medical Associa- 
tion, and (4) that wherever possible hospitals should have general 
practitioners on their attending staffs. 


Resolution on American Medical Association 
Assessment and Dues 


Dr. Andrew A. Eggston, New York, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business : 


Wuereas, The President of the United States, representatives of the 
Federal Security Agency and certain Senators and Representatives are 
using all possible means to achieve the enactment of some form of legis- 
lation which will include a program of compulsory health insurance; and 

Whereas, We believe the promoters of this legislation are men not 
qualified to evaluate health needs or methods of providing health services 
but are influenced by political pressure from organized groups that are 
interested in “free medical care’”’ and socialistic trends in government; and 

Wuereas, It is universally conceded that we have the best medical 
care in the world and the best medical schools, research centers, hospitals 
and public health systems; and 

Wuereas, Compulsory health insurance leads inevitably to a deteriora- 
tion in the quality of medical care, to greatly increased over-all costs in 
providing medical care and eventually to a complete socialistic economy; 
and 


WueEreas, The practicing physicians of the United States who are best 
qualified to evaluate health needs and methods of providing medical care 
are overwhelmingly opposed to any system of compulsory health insurance; 
e.g., in Westchester ounty, on the basis of replies to a questionnaire 
sent to 1,100 physicians in the county, 95 per cent indicated unalterable 
opposition; and 

WuereEas, The only means of interpreting the facts concerning the 
hazards involved in government medicine and the cost thereof to the 
public is through education; now therefore be it 

Resolved, That this House of Delegates of the American Medical 
Association recommends the establishment of annual dues for all members 
beginning in 1950, such dues to be available for the advancement of the 
Association's National Education Campaign. 


Resolution on Compulsory Health Measures 


Dr. R. B. Robins, Arkansas, presented the following resolu- 
tion, which was referred to the Reference Committee on Legis- 
lation and Public Relations: 


Wuereas, The medical profession has expressed its firm opposition 
to compulsory health measures under governmental plan; and 

Wuereas, The educational program of the American Medical Associa- 
tion gives every evidence of promoting knowledge among the people of 
the United States of the dangers inherent in governmental plans for 
medical care; and 

Wuereas, a well established technic of so-called planners is to attempt 
to secure major legislation of a revolutionary type in piecemeal pat- 
tern; and 

Wuereas, S. 1411, H. R. 3942 and H. R. 4660, which would provide 
diagnostic and therapeutic care for all the school children of the United 
States, are, in effect, compulsory health insurance, and, as such, should 
be resisted by the American public; now therefore be it 

Resolved, That the American Medical Association disapprove enactment 
of such legislative proposals and take a measures to acquaint 
Congress and the public of its opposition 


Resolutions on Voluntary Health Insurance 
Dr. W. B. Rawls, New York, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Insurance Plans and Medical Service: 


Wuereas, The problem of making voluntary health insurance available 
to everyone is of paramount interest to every physician; and 

WueEreas, We believe that some form of a _— plan is necessary 
in order to accomplish this end; therefore be i 

Resolved, That a national enrolment agency be established under the 
direction of the Blue Shield and medical profession and to include an 
insurance company legally qualified to write voluntary health insurance 
in those areas where this is not available and also to act as an enrolment 
agency for local plans; and be it further 

Resolved, That this organization develop a contractual agreement at 
the top level with the corresponding organization now being formed by 
the Blue Cross Commission for hospital insurance in order that both 
sickness and hospital insurance may be presented to the public. 


Resolutions on Health Plan for the United States 

Dr. Walter E. Vest, West Virginia, presented the following 
resolutions, which were referred to the Reference Committee 
on Insurance Plans and Medical Service: 


Wrereas, Unity of thought and action is necessary in order to develop 
a sound, positive and progressive program in our fight against the efforts 
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of political bureaucrats to introduce compulsory sickness insurance into 
this country, thereby debasing medical service and medical progress and 
enslaving the medical profession; an 

Wuereas, In order to combat successfully the threat to the freedom 
of medicine, of the individual and of the profession, a positive program 
must be proposed by the profession providing for voluntary sickness 
insurance, with freedom of choice of physician and hospital, preservation 
of the present personal doctor-patient relationship, and retention of the 
voluntary free enterprise system of the American way of life; therefore 
tre it 

Resolved, By the Council of the West Virginia State Medical Associa- 
tion that the following ten principles be presented as a positive program 
for the solution of the problems of medical and hospital care in our 
present system of medicine: 

1. Extension of voluntary prepayment sickness insurance, nonprofit or 
commercial, to cover the rural areas. Such insurance should provide for 
hospital and medical and surgical care while in the hospital, as well as 
diagnostic procedures by qualified physicians in their offices or in clinics. 

2. Federal grants-in-aid to the states, to be disbursed at the local level, 
to provide for hospitalization and medical care of the indigent and 
medically indigent through nonprofit insurance plans. 

3. Extension of voluntary commercial health and accident group insur- 
ance in industrial and rural areas to compensate wage earners for loss 
of wages during illness. 

4. Expansion of agreements between employer and employee for the 
continuance of regular wages during personal illness. 

5. Continued study and further agreements by industry with workers 
for health and welfare — similar to the one set up by the United 
Mine Workers of Amer 

6. Expansion of health that all counties or groups of 
counties will have a full time health unit. 

7. Liberalization of the federal heapital construction act (Hill-Burton 
bill) to provide additional funds on a fifty-fifty matching basis. 

ederal 7 to qualified institutions for research in medicine and 
allied science 

9. Federal. grants to medical, — and nursing schools for construc- 
tion, teaching and expansion purpose 

10. An educational campaign to enlighten the public concerning pre- 
ventive medicine, hospitalization and medical care; and, be it further 

Resolved, That our delegates be instructed to offer to the House of 
Delegates of the American Medical Association, at the annual session in 
Atlantic City, June 6-10, 1949, a resolution providing that the Congress 
of the United States be requested to enact into law a program embodying 
these principles. 


Resolution on Establishment of Committee 
on General Practice 


Dr. Paul A. Davis, Section on General Practice, presented 
the following resolutions, which were referred to the Reference 
Committee on Miscellaneous Business : 


Wuereas, At the meeting of the House of Delegates of the American 
Medical Association in Chicago in 1948 a Committee to Study Conditions 
of General Practice reported; and 

Wuereas, This report made certain definite recommendations for action 
by the American Medical Association, and also recommended that the 
committee be continued to carry on its work; and 

Wuereas, There has been no meeting of such committee called during 
the past year in spite of the fact that there are many problems in general 
practice to be considered; therefore be it 

Resolved, That the House of Delegates specifically order that such 
committee be established by the incoming officers of the American Medical 
Association and that such meetings as may be necessary be called during 
the coming year to consider further the problems of general practice and 
to assure that the recommendations of the former committee are being 
carried out; and be it further 

Resolved, That this committee report ee to the House of Delegates 
at the next interim session of that 


Resolution on of Committee 
to Confer with Congress 


Dr. James Z. Appel, Pennsylvania, presented the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


Resolved, That the Board of Trustees of the American Medical Asso- 
ciation be empowered to create a committee, the membership of which is 
to be composed of representatives of the Board of Trustees of the Amer- 
ican Medical Association, representatives of its House of Delegates and 
other leaders in the medical profession, to call a conference with mem- 
bers of the Congress, with a view to developing legislation that would 
meet the objectives of the program of the American Medical Association 
in its efforts to solve the problem of making medical care accessible to 
the American people. 


Resolution on Hospital and Medical Care of Veterans 
for Non-Service-Connected Disabilities 
Dr. R. B. Wood, Tennessee, presented the following resolu- 
tion, which was referred to the Reference Committee on 
Legislation and Public Relations: 


Wuereas, The Seventy-Third Congress enacted a law (Section 706, 
Chapter 12, Title 38, found in U. S. Code 1940 edition) which reads: 
“Provided, That any veteran of any war who was not dishonorably dis- 
charged, suffering from disability, disease or defect, who is in need of 
hospitalization or domiciliary care and is unable to defray the necessary 
expenses therefor (including transportation to and from the Veterans’ 
Administration facility) shall be furnished necessary hospitalization or 
domiciliary care (including transportation) in any Veterans’ Administra- 
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tion facility, within the limitations existing - such facilities, irrespective 
of whether the disability, disease or defect was due to service. The 
statement under oath of the applicant on red form as may be prescribed 
hy the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses’; an 
Wuereas, This legislation has led to the appropriation of large sums 
of money (over $1,000,000,000) by the Congress to finance the expansion 
of existing Veterans’ hospitals and the construction of new ones in order 
to meet the needs of veterans entitled to these benefits; and 
Wuereas, A large majority of the admissions to existing Veterans’ 
Hospitals are veterans with disabilities which are not service con- 
nected; an 
HEREAS, These benefits are not equally accessible to all veterans 
eligible to them because Veterans’ hospitals are not equally accessible to 
them; an 
Wuereas, The Congress of the United States enacted the Hospital 
Survey and Construction Act (The Hill-Burton Bill) in 1946 for the 
purpose of (1) conducting a study of the needs of the civilian population 
of the nation with respect to hospitals, and (2) to extend federal aid in 
the construction of needed civilian hospitals wherever needed in coopera- 
tion with civilian agencies and local governments; and 
WuereEas, The studies that have been conducted show that the nation 
should be divided into approximately 2,300 hospital service areas in each 
of which a hospital should be located if one does not exist; and 
WuerEas, Veterans become civilians when they are discharged from 
military service and are distributed throughout these hospital service areas 
in approximately the same proportion as other civilian citizens, and are 
counted in determining the hospital needs of a hospital service area; and 
Wuereas, It would be necessary for a Veterans’ Hospital to be located 
in each of the several hospital service areas for these service benefits to 
be as accessible to veterans as they would be if administered in civilian 
hospitals; an 
Wuereas, These two federal hospital programs—one by the Veterans’ 
Administration and the other by the Administrator of the Hospital Survey 
and Construction Act—are in conflict with each other at many points. 
There are conflicts in basic policies. One seeks to establish large hospitals 
in large centers, the other secks to establish hospitals in hospital service 
areas to make them accessible to the people. There is conflict between 
the two systems for trained personnel, There is competition for patronage 
and funds. These oe result in the overlapping of services and in 
many forms ef waste; and 
Wuereas, If the Vauiemas? Administration should construct and operate 
a sufficient number of veterans’ hospitals to make hospital service benefits 
pe oo to all veterans entitled to them under existing laws, it would 
create a federal hospital system of such proportions as to destroy our 
civilian system of hospitals; and 
HEREAS, It is the desire and purpose of this House of Delegates not 
to destroy or impair any benefit to which any veteran is entitled under 
existing laws, but rather to change the form of these benefits in such a 
way as to make them more readily available to veterans who are eligible 
to them and to bring their administration into harmony with our civilian 
system of medical and hospital care and financing; therefore be it 
Resolved, By the House of Delegates of the American Medical Associa- 
tion, that we petition the Congress of the United States to enact legislation 
—_ would have the following effects 
- Repeal Section 706, Chapter 12, Title 38, of the World War Vet- 
erans’ Act and substitute therefor a new law with the following 
provisions: (a) that the administrator of Veterans’ Affairs be authorized 
and directed to issue to each veteran eligible to receive such benefits, a 
medical and hospital service contract with a benefit provision in an 
amount sufficient to cover the costs of ( 1) necessary hospitalization in a 
civilian hospital that is approved for service to veterans by the Veterans’ 
Administration and (2) necessary medical and surgical services rendered 
in such hospitals, on the basis of the fee schedule that applies to veterans 
with service-connected disabilities; or that the Administrator of Veterans’ 
Affairs be authorized to purchase such a contract from corporations 
engaged in the sale and administration of such contracts if in his 
judgment it is feasible to do $0; (b) that such contracts cover all diseases 
and disabilities which require hospitalization except the following: 
(1) disabilities covered by compensation laws; (2)  service-connected 
disabilities; (3) chronic illness (extending over ninety days); (4) tuber- 
culosis, and (5) mental illness; (c) that veterans with disabilities in 
the categories mentioned in (b) excepting those covered by compensation 
laws, be eligible for admission to Veterans’ hospitals, and (d) veterans 
with disabilities which are in dispute as to whether or not they are 
service connected, be eligible for admission to Veterans’ hospitals for 
study, treatment and adjudication and that the disability then be classified 
for these benefits according to such judgment, (¢) that the eligibility 
of a veteran to receive the contract mentioned above be determined on 
the basis of his or her net income and that the net income be determined 
by the same methods used in determining his or her liability for the 
payment of federal income tax; (f) that the veteran be required to file 
an application for the contract on a form prescribed by the Administrator 
of Veterans’ Affairs, in which the veteran states under oath, the pertinent 
facts concerning his net income and dependents; and be it further 
Resolved, That the Speaker of the House is authorized and directed to 
appoint a Committee on Veterans’ Affairs of not less than seven Fellows 
of the Association whose duty it will be to use their best efforts to bring 
about the actions above set out. 


Resolutions on the Confidential Nature 
of Birth Records 
Dr. L. D. Bristol, Section on Preventive and Industrial 
Medicine and Public Health, presented the following resolutions, 
which were referred to the Reference Committee on Executive 
Session for report as to their nature and later referred to the 
Reference Committee on Legislation and Public Relations: 


Wuereas, Physicians attending at births are required by the respective 
state laws to complete and file a certificate of birth and have an interest 
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in seeing that the confidential nature of the birth certificate is main- 
tained and that none of the ta contained therein are used to the 
"ag gang or embarrassment of the child and family concerned; therefore 


Resolved, That the American Medical Association commends the efforts 
of the American Association of Registration Executives, the Council on 
Vital Records and Statistics, the Children’s Bureau and the National 
Office of Vital Statistics of the Federal Security Agency to formulate 
a policy maintaining the confidential nature of birth records which was 
published in January 1949 under the title “The Confidential Nature of 
Birth Records”; and be it further 

Resolved, That the American Medical Association urge state legisla- 
tures and registration officials to study carefully the recommendations 
made in this publication and wherever possible to put them into effect 
by enactment into law or by administrative regulation. It especially 
urges that the right of inspection of birth records be restricted to the 
registrant, if of legal age, his parents, guardian or their legal repre- 
sentative, health and official agencies on the approval of the official 
custodian of vital records or on court order. 


Resolution on Inspection of Hospitals 


Dr. William R. Brooksher, Arkansas, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education : 


Wuereas, The American Medical Association is the only organization 
representative of the entire medical profession of the United States; and 

Wuereas, The medical profession recognizes the need for investigation 
and accrediting of hospitals which meet high standards of medical 
care; an 

Wuereas, The American Medical Association now approves hospitals 
for intern and residency training; an 

Wuereas, Such approvals might well be extended to hospitals gener- 
ally, thus providing for one agency charged with the duty of making 
inspections and granting approval to all institutions meeting proper 
Standards; now, therefore, be it 

Resoived, That the Arkansas Medical Society recommend to the House 
of Delegates of the American Medical Association that it request the 
Council on Medical Education and Hospitals of the American Medical 
Association to investigate the feasibility of extending its inspection to 
all hospitals within the United States, granting approval to those which 
meet proper standards. 


Resolution on Need of Physicians for Armed Forces 


Dr. C. B. Conklin, District of Columbia, presented the fol- 
lowing resolution, which was referred to the Reference 
Committee on Emergency Medical Service: 


Wuereas, The armed forces are urgently in need of physicians and 
voluntary enrolment has so far failed to meet this need; therefore be it 

Resolved, That whenever essential requirements of thg¢ armed forces 
cannot be met in any other way, the Council on National Emergency 
Medical Service be authorized to develop a method of equitable selection 
from among V-12 and A.S.T.P. trained physicians and those deferred 
from military service to complete their medical education; that the 
method proposed be submitted to the House of Delegates for its approval, 
except in an emergency when the Board of Trustees shall act on the 
proposal, and, further, that the mechanism approved be submitted to 
the federal government for its consideration. 


Resolution on Free Choice of Physicians 
for Federal Employees 


Dr. J. Stanley Kenney, New York, presented the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


Wuereas, It is the custom of the United States Employees Com- 
pensation aye to appoint designated surgeons in all localities 
where a U. S. Marine Hospital or Veterans Facility is not available for 
the care iy treatment of injured employees; and 

Wuereas, All injured employees are directed to one of these desig- 
nated surgeons when injured in line of duty; and 

Wuereas, Certain other branches of the federal government, namely, 
the Veterans Facilities, have recognized the free choice of physician plan 
in home treatment of veterans; an 

Wuereas, All injured employees in New York State enjoy this priv- 
ilege under the New York State Compensation Law; now therefore be it 

Resolved, That the Board of Trustees of the American Medical Associa- 
tion is hereby requested to seek amendment to the Federal Law on 
Workmen’s Compensation to the effect that all covered federal employees 
be granted free choice of physician for injuries sustained in line of duty. 


Resolution on Medical Care and Health Plans 


Dr. Warde B. Allan, Maryland, presented the following 
resolution, which was referred to the Reference Committee 
on Insurance Plans and Medical Service: 


Wuereas, The Government of the United States is urging numerous 
health measures without consultation with the leading body of American 
medicine; and 

Wuerras, The American Medical Association is conducting an exte1- 
sive educational program; therefore be it 

Resolved, That the American Medical Association immediately initiate 
under its own auspices a conference of representatives of all groups, 
medical and lay, with the purpose of forming a joint planning com- 
mittee for the preparation of a truly comprehensive plan of curative and 
preventive medicine for the nation, 
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Resolution on Membership in American 
Medical Association 


Dr. Stephen R. Monteith, New York, presented by title 
the following resolution, which was referred to the Reference 
Committee on Executive Session for determination as to 
whether or not it should be considered by that committee 
or referred to another reference committee: 


Resolved, By the Medical Society of the State of New York that the 

ouse of Delegates of the American Medical Association be memorialized 
to appoint a committee to study the matter of membership in the American 
Medical Association, where such membership is banned for other than 
professional or ethical reasons, and to report back to this House. 


Resolutions on Amendment to Constitution 
of United States 


Dr. E. Vincent Askey, California, presented the following 
resolutions which were referred to the Reference Committee 
on Legislation and Public Relations: 


Wuereas, America is the product of a people’s faith in constitutional 
law designed to protect the property and enterprises of each citizen from 
political competition or confiscation; and 

Wuereas, Attacks on this principle have produced many govern- 
mental agencies which are now in active conflict with the individual 
enterprises of the American people; and 

Wuereas, Many proposals now before Congress, will, if adopted by 
a mere majority, further jeopardize the rights of the American people 
to their individual property and enterprises; and 

Wuereas, The intent and purpose of the Tenth Amendment to the 
Constitution was to prohibit governmental exercise of powers not spe- 
cifically delegated to it; and 

Wuereas, The intention of the Fifth Article of the Constitution was 
to provide a means for the proper delegation of powers to government 
through a procedure which requires a two-thirds majority of both Houses 
of ape wean and the approval of three-quarters of the states; therefore 
be 1 


Revelved, That we, the members of the House of Delegates of the 
American Medical Association, in regular session assembled this sixth 

y of June, 1949, exercise our constitutional power to petition the 
Congress to preserve the intent and purposes of the Constitution by 
initiating an amendment to the Constitution, for submission to the people 
of the various states, to provide that: The government of the United 
States shall not engage in any business, professional, commercial or 
industrial enterprise in competition with its citizens except as specified 
in the Constitution; and be it further 

Resolved, That a copy of this resolution be spread on the minutes 
of this meeting, and that copies of it be sent to (1) the President of 
the United States, (2) members of the United States Senate, (3) mem- 
bers of the House of Representatives, (4) the governors of all states, 
and (5) two copies to the American Progress Foundation, 569 I. W. 
Hellman Building, 124 West 4th St., Los Angeles 13, for the record 
of American vigilance being compiled. 


Resolutions on Medical Specialty Boards 


Dr. Edward P. Flood, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Medical Education: 


Wuereas, The specialty boards in the various fields of medicine serve 
the purpose of setting criteria of scholarship, training and ethics; and 

Wuereas, Certification by a specialty board confers on a physician 
recognition of proficiency which is highly regarded by his colleagues and 
the layman; and 

Wuereas, To deny to a physician who meets the basic training, post- 
graduate and ethical requirements for entrance to the examination neces- 
sary for certification in a specialty withholds from the candidate the recog- 
nition in such specialty of his colleagues and the patients he serves 
thereby by inference branding him as inferior to those who are certified; 
and 

Wuereas, Since a specialty board certification is an extremely impor- 
tant factor in obtaining admittance to the staffs of most recognized 
hospitals, the denial of certification to a physician who meets the basic 
training, postgraduate and ethical requirements of the specialty board 
accordingly unduly restrains him in the full practice of his profession; 
now, therefore, be it 

Resolved, That the House of Delegates 
Association recommends that all physicians who are duly licensed to 
practice medicine in these United States, and who meet the basic 
training, postgraduate and ethical requirements of a specialty board be 
admitted to the examination given by such board; and be it further 

Resolved, That the Secretary of the American Medical Association is 
directed to send copies of this resolution to the president of each specialty 
board and the chairman of the Advisory Board for Medical Specialties. 


Resolutions on Suggested Educational Device 


Dr. Ralph T. B. Todd, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Miscellaneous Business: 

Weereas, The poster reproduction of Sir Luke Fildes’ painting called 
“The Doctor,” with appropriate information bereath the picture, seems 
to be an effective means of bringing pertinent information to the 
public; and 

Wuereas, The effectiveness of this device will depend largely on the 
extent of distribution obtained; therefore be it 
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Resolved, That the Medical Society of the State of New York recom- 
mend to the American Medical Association and the National Education 
Campaign headquarters that a stamp type reproduction of this picture 

made in color with a simple subtitle such as “Keep Politics Out of 
This Picture, Oppose Compulsory Health Insurance!’’—this stamp to be 
printed in such volume that quantities could be sent to every physician 
in the United States to be affixed to all bills and other mail from his 
office and large quantities also be sent to state and county societies that 
maintain administrative offices to be affixed to all mail sent to head 
general public; and be it further 

Resolved, That at least two copies of this poster be sent to “all 
pharmacies in the United States for display together with quantities of 
appropriate literature; and be it further 

Resolved, That suitable cuts or mats be prepared in various sizes to 
facilitate the reproduction of this poster on the cover of medical journals 
and other publications, such as industrial house organs, women’s club 
magazines and the like; and be it further 

Resolved, That arrangements be made, if possible, to have it run at 
frequent intervals as a free or paid slide on the various television net- 
works and in motion picture theaters. 


Resolution on Supporting the American 
Medical Association 


Dr. Leo G. Christian, Michigan, presented the following 
resolution, which was referred to the Reference Committee 
on Miscellaneous Business: 


Wuereas, The Michigan State Medical Society with fifty-five com- 
ponent county societies, with a total membership of 4,960, has enthusi- 
astically endorsed and supported the public relations program of the 
American Medical Association; an 

Wuereas, Every county or district society of the Michigan State 
Medical Society has endorsed the program and is paying the twenty-five 
dollar assessment; and 

Wuereas, The Michigan State Medical Society has developed a public 
relations program second to none, with its members enthusiastically and 
actively supporting it; and 

Wuereas, Certain county societies in some major states have voted to 
repudiate the program of the American Medical Association by refusing 
to pay the assessment; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association urge the Board of Trustees, its individual members, presi- 
dents of state societies or associations, presidents and other officers of 
such county societies and members of the House of Delegates to use their 
influence on these county societies whereby a united front can be used 
against the foes of a free democratic government, who not only would 
socialize medicine, but would foist on our citizens the evils of a govern- 
ment by bureaucracy. 


On motion of Dr. Charles H. Phifer, Illinois, seconded by 


Dr. George W. Kosmak, New York, and carried, the House 
recessed at 12:25 p. m. to meet at 2 p. m. 


Monday Afternoon, June 6 


The House reconvened at 2:05 p.m. and was called to order 
by the Speaker, Dr. F. F. Borzell. 


NEW BUSINESS—(Continued) 


Resolution on Affiliation of Medical Students with 
American Medical Association 


Dr. H. B. Mulholland, Virginia, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business : 

Wuereas, The medical students of America are the source of our 
future doctors an 

Whereas, They desire to make contact with the American Medical 
Association in an organized way; and 

Wuereas, It is desirable that they be fully informed as to the ideals, 
purposes and practices of organized medicine; and 

Wuereas, The medical students of the University of Virginia have 
effected an organization and have expressed m desire to affiliate with the 
American Medical Association; therefore be i 

Resolved, That the Judicial Council be aches to receive and consider 
communications from the medical students of the University of Virginia 
and the medical students of any other school and to recommend to the 
House of Delegates methods and procedures for providing an effective 
affiliation of medical students with the American Medical Association. 


Resolution on Recruitment of Physicians Educated in 
Part or in Whole at Government Expense 


Dr. David B. Allman, New Jersey, presented the following 
resolution, which was referred to the Reference Committee on 
Emergency Medical Service: 


Wuereas, Many physicians received their premedical and/or their 
medical education, in whole or in part, at the expense of the federal 
government, they being deferred from active service in the armed forces 
during this period; and 

Wuereas, Many of the physicians so educated have not fulfilled their 
moral obligaticn to the federal government to serve a definite period as 
medical officers in the armed services; and 
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Wuereas, There is presently a grave deficiency in the number of 
medical officers now serving in the armed forces; therefore be it 

Resolved, That the Secretary of Defense of the United States be urged 
to take appropriate measures to assure that all the an designated physi- 
cians be made available for service in the armed force 


Resolution on Medical Personnel haicbiciniini of 
the Armed Forces 


Dr. David B. Allman, New Jersey, presented the following 
resolution, which was referred to the Reference Committee on 
Emergency Medical Service: 


Wuereas, The American Medical Association has been informed that 
there is apparently a serious deficit of medical officers to meet the antici- 
pated needs of the armed forces, and that there appears to be no prospect, 
under present methods, of overcoming this apparent deficit; and 

Wuereas, The American Medical Association recognizes its responsi- 
bility to aid the government in obtaining a sufficient complement of young 
physicians and qualified specialists for the armed forces; therefore be it 

Resolved, That the American Medical Association suggest that the 
National Security Resources Board be given adequate statutory authority 
to meet the requirements of the armed forces for medical personnel under 
a - embodying the following principles 

Deferment of recent graduates until ceili of an internship not 
to pbc two years; 

2. Deferment of medical students to complete their medical education 
and an internship, the latter not to exceed two years; 

3. Obligation of the physicians constituting both the above groups, on 
completion of internship, to accept a term of service in the armed forces 
equivalent to that served by draftees, regardless of their attained age at 
completion of internship; 

4. Acquisition of the needed complement of specialists and other 
especially qualified physicians on a contract basis without regard to age 
limitations and on a salary sufficient to attract such personnel, and 

5. Institution of a survey of the personnel of medical teaching institu- 
tions to the end that each institution release one or more of its staff 
for a period of at least one year for service with the armed forces. 


Resolutions on Blue Shield Coverage of American 
Medical Association Employees 


Dr. W. H. Huron, Michigan, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Insurance Plans and Medical Service: 


Wuereas, The House of Delegates of the American Medical Associ- 
ation in regular session at the annual session in Chicago, June 23, 1948, 
adopted the report of the Reference Committee on Medical Service and 
Prepayment Insurance reading in part as follows, Part 1, paragraph 4: 
“Your committee recommends, because of the above stated opinions, that 
at the expiration of the present contract of hospital and medical health 
coverage, the “American Medical Association through its proper officials, 
make every sincere effort to procure this coverage for its employees 
through the Blue Cross-Blue Shield local organization. The committee 
understands that this coverage is and will be available’; and 

Whereas, The officials of the American Medical Association have 
ignored this directive of the House of Delegates of the American Medical 
Association, and have secured the medical coverage from other than a 
Blue Shield Plan, and there is Blue Shield available locally in Chicago; 
therefore be it 

Resolved, That the officers of the American Medical Association be 
hereby directed to conform at once with the instructions heretofore given 
them, and secure coverage for the employees under Blue Shield service 
immediately; and be it further 

Resolved, That the House of Delegates recognizes the immense progress 
made by doctors of medicine in establishing the Blue Shield nnn 
demonstrating their feasibility, and offering a logical proof that compulsory 
national health insurance is not necessary, 


Resolutions on Associated Medical Care Plans 

Dr. T. K. Gruber, Michigan, presented the following resolu- 
tions, which were referred to the Reference Committee on 
Insurance Plans and Medical Service: 


Wuereas, The House of Delegates in session in June 1948 placed 
certain restrictions on the proposed action by the Blue Shield Commission, 
refusing permission to form an insurance agency for national sale until 
submitted and approved by it; a 

Wuereas, The Council on Medical Service and the Board of Trustees 

of the American Medical Association on April 15, 1949, published the 

following: (1) The formation of a national coordinating agency repre- 

senting all qualified and voluntary prepayment plans in accordance with 
the proposal made to the Board of Trustees by the Council on Medical 
Service, Feb. 10, 1949; (2) That there shall be no ial connection 
between the American ‘Medical Association and nag Associated Medical 

re Plans. However, the American Medical Association will continue 
to approve or disapprove all voluntary medical care plans; (3) the 
recognition of Associated Medical Care Plans as a trade organization of 
member plans and Blue Cross as occupying a similar position for volun- 
tary prepayment hospital care plans; (4) the recognition of the responsi- 
bility of the American Medical Association to (a) promote the principle 
of voluntary insurance by educating the people as to their need for such 
coverage and by obtaining full cooperation from state and county medical 
organizations in the local field; (b) inform the American people of the 
availability of approved plans that propose to supply on a prepayment 
basis security against the economic hazards of serious illness; an 

Wuereas, By this action -the officials of the American Medical Associ- 
ation are divorcing American medicine from the most outstanding an‘ 
progressive move in American medicine for the past generation; that is, 
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making a provision so that the public may budget their health service 
through voluntary, nonprofit, prepayment plans; an 

Whereas, These plans are a development of the medical profession; 
now, therefore, be it 

Resolved, That the House of Delegates in convention assembled reverse 
the action of the Council on Medical Service and the Board of Trustees 
and reassert its endorsement of the program of a nonprofit, voluntary, 
prepayment medical service as opposed to the compulsory program being 
sponsored by government; and be it further 

Resolved, That there be appointed (elected) six representatives of the 
American Medical Association to the Blue Shield Commission. 


Resolution on Training of Interns 


Dr. J. Wallace Hurff, New Jersey, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education: 


WuHeErReEAS, Most hospitals are unable to procure an adequate comple- 
ment of interns; and 

Wuereas, Present trends in medical education are more concerned with 
the training of specialists than with the training of the general practi- 
tioner; therefore be it 

Resolved, That the American Medical Association appoint a committee 
consisting of five members of the House of Delegates, two of whom shall 
be general practitioners, to study the whole internship problem, and 
especially to study the advisability of recommending the inauguration of 
a two year rotating internship training program, covering the main 
branches of medicine, surgery, obstetrics and gynecology with standards 
of teaching acceptable to the American Medical Association and the 
Association of American Medical Colleges as a prerequisite for licensure 
in the various states. 


Resolution on Social Security 


Dr. L. A. Alesen, California, presented the following resolu- 
tion, which was referred to the Reference Committee on Legis- 
lation and Public Relations: 


Wuereas, Extension of “‘social security” to the self employed of the 
United States is under consideration by the 8lst Congress; and 

WueEREAs, Provision for the exigencies of old age is an individual 
matter which should be left to the decision of self employed individuals on 
a strictly voluntary basis; and 

WueEreas, So-called “social security” is in fact a compulsory socialistic 
tax which has not provided satisfactory insurance protection for indi- 
viduals where it has been tried but, instead, has served as the entering 
wedge for establishment of a socialistic form of governmental control 
over the lives and fortunes of the people; and 

WHEREAS, The private insurance companies of the country offer a 
great variety of programs which are available to individuals according 
to their individual requirements and desires; now, therefore, be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation disapproves of the extension of so-called “‘social security” to 
physicians and surgeons and that the Secretary be instructed to forward 
copies of this resolution to the appropriate members of the Senate and 
the House of Representatives of the United States. 


Proposed Amendment to By-Laws 
Dr. L. A. Alesen, California, presented the following pro- 
posed amendment to the By-Laws, Division One, Chapter II, 
which was referred to the Reference Committee on Amendments 
to Constitution and By-Laws: 


Amend Division One, Chapter II, of the By-Laws of the American 
Medical Association by striking out the words ‘‘one year’’ in line 3 of 
page 10 of the printed copy of the By-Laws and inserting therefor the 
words “eight months.” 


Resolution on General Practice Sections in Hospitals 

Dr. L. A. Alesen, California, presented the following resolu- 
tion, which was referred to the Reference Committee on 
‘Miscellaneous Business : 


WueEreas, The rapid and constant increase of medical knowledge in 
the past twenty years has necessarily resulted in greater specialization 
with its greater demand on hospital facilities leaving very little room for 
the general practitioner; and 

Wuereas, This trend is destroying the effectiveness of the general 
practitioner in treating the pablic and is undermining the prestige he has 
always had; an 

Wuereas, The high cost of medical care is in a large part due to this 
inability of the general practitioner to hospitalize and treat his patient, 
still the major part of the public, and this contributes greatly to the 
demand for socialized medicine; and 

WHEREAS, These inequities have received official recognition as evi- 
denced by the resolution passed unanimously by the House of Delegates 
of the American Medical Association on Dec. 10, 1946, encouraging hos- 
pitals to set up general practitioner services; and 

Wuereas, This resolution has either been ignored or ineffectually 
carried out by many large hospitals throughout the country; therefore 
be it 

Resolved, That the House of Delegates of the American Medical Associ- 
ation reafiirm its action of Dec. 10, 1946, concerning general practice 
sections making this action mandatory for such hospitals, with continued 
approval contingent on such action, and that a copy of this resolution 
be sent to the American College of Surgeons with the request that that 
body voice approval of the resolution in its Manual of Hospital Regu- 
lations. 
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Proposed Amendment to Article 11 of Constitution 

Dr. L. A. Alesen, California, presented the following pro- 
posed amendment to the Constitution, Article 11, which was 
referred to the Reference Committee on Amendments to the 
Constitution and By-Laws: 


Amend Article 11 of the Constitution of the American Medical Asso- 
ciation to read as follows: 

Article 11—Funds: Dues and Assessments 

Funds may be raised by an equal annual levy of dues or by an equal 
special assessment, or both, levied or assessed on each of the active 
members, on recommendation by the Board of Trustees and after approval 
by the House of Delegates. Funds also may be raised from the publica- 
tions of the Association and in any other manner approved by the Board 
of Trustees to defray the expenses of the Association, to carry on its 
publications, to encourage scientific investigations and for any other 
purpose approved by the Board of Trustees. Failure of an active member 
to pay annual dues or a special assessment within the time required by 
the resolution levying or assessing such dues or assessments, shall subject 
the member to such discipline or other action as the By-Laws shall 
prescribe. 


Resolution on Hospital Standardization 


Dr. John J. Curley, Massachusetts, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education: 


Wuereas, The American College of Surgeons has been the sole agency 
of the medical profession in the standardization and improvement of 
hospitals for the past several years and has been outstanding in improving 
the physical plants and the practice of surgery in these hospitals and in 
the United States by setting the proper standards of surgery; and 

Wuereas, This House of Delegates voted in June 1948 to approve 
the Report of the Committee to Study Conditions of General Practice at 
its annual session; and 

Wuereas, In this report there was a recommendation that the American 
Medical Association be the evaluating agent in the following fields: (1) 
medical education; (2) hospital standardization; (3) intern training, and 
(4) resident training, and that no other medical society or organization 
as such should be represented in this work; therefore be it 

Resolved, That this House of Delegates rescind the action taken in 
regards to the standardization of hospitals; that this organization go on 
record as praising the work done by the American College of Surgeons 
in the standardization of hospitals; that the Secretary of the American 
Medical Association be instructed to inform the Secretary of the American 
Coliege of Surgeons of this action; that furthermore the American Medi- 
cal Association give its unqualified approval to the hospital standardization 
work of the American College of Surgeons, and that this Association aid 
the American College of Surgeons in any way possible in its furtherance 

of its aim in the perfection of surgical work in hospitals and its 
standardization of hospitals. 


Resolution on Displaced Physicians 
Dr. D. M. Vickers, New York, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 


Wuereas, There is at present a large group of physicians who, with 
their countrymen, have been rendered homeless and are now living as 
displaced persons in care of the International Refugee Organization in 
Western Germany and elsewhere; therefore be it 

Resolved, That a committee be appointed by the Board of Trustees of 
the American Medical Association to study the problem of displaced 
physicians in cooperation with the Displaced Persons Commission, Rocham- 
beau Apartments, 815 Connecticut Avenue, Washington 25, D. C., the 
various state authorities and the International Refugee Organization of 
the United States, Mr. W. Hallen Tuck, Director General, Palais Wilson, 
rue de Paris, Geneva, Switzerland. 


Resolutions on Associated Medical Care 
National Enrolment Agency 


Dr. L. Howard Schriver, Ohio, presented the following 
resolutions, which were referred to the Reference Committee 
on Insurance Plans and Medical Service: 


Wuereas, The American Medical Association has vigorously supported 
all bona fide forms of voluntary health insurance, and, in the words of 
the Council on Medical Service, has recognized its responsibility to 
“promote the principle of voluntary insurance by educating the people 
as to their need for such coverage and by obtaining full cooperation 
from state and county medical organizations in the local field”; and 

Wuereas, Associated Medical Care Plans, as the federated agency of 
state and local medically sponsored prepayment plans (Blue Shield Plans), 
has diligently endeavored to further the progress and development of 
voluntary health insurance as directed by the Board of Trustees and 
this House; now, therefore, be it 

Resolved, That the continued functioning of Associated Medical Care 
Plans as an independent federated agency representing state and local 
Blue Shield Plans is supported by this House of Delegates; and be it 
further 

Resolved, That the several state and local Blue Shield Plans continue 
the development of an enrolment agency to act in their interest in the 
field of so-called “national accounts” using their best judgment (and 
that of sponsoring societies) with respect to the methods, means, procedure 
and form of organization by which the problems related to national 
accounts may be solved. 
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Resolutions on Diabetes Detection Drive 
Dr. Scott L. Smith, New York, presented the following 
resolutions, which were referred to the Reference Committee on 
Legislation and Public Relations: 


Wuereas, It is within the province of the American Medical Associ- 
ation on a national, state and county level to direct public health education 
and disease detection drives for the public benefit; and 

Wuereas, Lay directed organizations have taken the leadership in these 
campaigns and public fund raising has become a prominent feature of 
these projects; and 

Wuereas, The federal government through the United States Public 
Health Service has already taken steps in regard to the problem of 
detection and education in diabetes; and 

Wuereas, Diabetes being neither contagious nor epidemic is not truly 
a government problem; an 

Wuereas, The American Diabetes Association, a branch of the pro- 
fession of medicine, has begun a nationwide detection drive to be con- 
ducted annually and directed solely by members of the medical profession 
without fund raising appeals; and 

Whereas, The American Diabetes Association has and will carry its 
detection drive to the people only through the American Medical Associ- 
ation, the state and county societies; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association hereby records its approval of the American Diabetes Associ- 
ation’s Detection Drive; and be it further 

Resolved, That the Board of Trustees of the American Medical Associ- 
ation is requested to implement cooperation between the American Medi- 
cal Association and the American Diabetes Association in furtherance of 
the annual Diabetes Detection Drive. 


Resolutions on Single Membership Classification 


Dr. Carl A. Lincke, Ohio, presented the following resolutions, 
which were referred to the Reference Committee on Mis- 
cellaneous Business: 


Wuereas, The existence of two classes of members within the American 
Medical Association, namely, “Members” and Fellows,” has led to much 
confusion among the membership; and 

Wuereas, It would seem practical and advisable to have all eligible 
physicians of the country united under one membership classification, 
with equal privileges and benefits; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association favors a single membership classification for the American 
Medical Association, the annual capita dues for which shall be fixed by 
the Board of Trustees; and be it further 

Resolved, That the Board of Trustees shall prepare the proper amend- 
ments to the Constitution and By-Laws of the American Medical Associ- 
ation to carry out the foregoing policy, which amendments shall be 
submitted to the House of Delegates for action at the earliest appropriate 
time. 

Resolution on General Practitioner’s Award 


Dr. Joseph H. Howard, Connecticut, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business : 


Wuereas, There are no proper and adequate criteria set forth for 
the qualifications for the Outstanding Genera! Practitioner; and 

Wuereas, No practical method of choice exists; and 

Wuereas, Any choice would of necessity be arbitrary and in most 
instances, by inference, reflect unfavorably on those not chosen; and 

Wuereas, It has been voted to disapprove the annual selection of 
an Outstanding General Practitioner within Connecticut or throughout 
the country; therefore be it 

Resolved, That the delegates from the Connecticut State Medical 
Society to the House of Delegates of the American Medical Association 
be instructed to introduce this resolution before the House of Delegates 
of the American Medical Association at its annual meeting in 1949 and 
to oppose the continuation of the annual General Practitioner's Award 
by the Association. 


Resolution on Child Health Programs on the State 
and Local Level 


Dr. William Weston, Section on Pediatrics, presented by 
title the following resolution, which was referred to the Ref- 
erence Committee on Executive Session: 


Wuereas, The Academy of Pediatrics has a particular interest in the 
field of child health; and 

Wuereas, It is recognized that certain deficiencies exist in this 
field; and 

Wuereas, It is desirable that definite programs be set up on the state 
and local level to correct these deficiencies where they exist; and 

Wuereas, The Academy of Pediatrics has gone on record as opposed 
to Senate Bill 5 or any similar bil! proposing to establish a system of 
socialized medicine; therefore be it 

Resolved, That the American Medical Association favor the develop- 
ment of sound child health programs on the state and local level by 
pediatric groups working in cooperation with the several state medical 
associations and local component county societies and in conformity with 
the Principles of Medical Ethics as laid down by the American Medical 
Association. 
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Report of Coordinating Committee 

Dr. E. L. Henderson, Chairman, reported as follows, which 
report together with the addresses of Miss Leone Baxter and 
Mr. Clem Whitaker, was referred to the Reference Com- 
mittee on Legislation and Public Relations: 

Mr. Speaker and Members of the House of Delegates: As 
Chairman of the Coordinating Committee, I am supposed to 
make a report of that committee. As yet, I have been unable 
to get the formal report. 

However, at this time, I felt that something much better 
than a report from the Coordinating Committee would be a 
talk from Whitaker and Baxter. 

I wish to tell you, however, that following the meeting of 
the House of Delegates in St. Louis, we were authorized to 
select someone to head this educational campaign. We investi- 
gated numerous public relations firms over the country. As a 
result of that investigation, we finally called Whitaker and 
Baxter and asked them to meet the Executive Committee of 
the Coordinating Committee in Chicago on December 8, at 
which time they were employed. 

You must realize that a firm of that kind must have some 
time to take care of accumulated business in their office, so that 
they were unable to come to Chicago until January 8, and 
they opened an office on January 10. That office had to be 
entirely rebuilt. I was in the office numerous times and had to 
walk over rugs halfway put down and everything of the kind. 

On February 12, we had a formal meeting of representa- 
tives from the various states, at which time we opened the 
campaign. We had a great many complaints for the first two 
or three months. The campaign has been under way for only 
four months. It took time to get the office opened up and get 
ready. The doctors over the country were very restless. They 
felt that we were not doing anything, that we were too slow. 
But during the past six weeks or two months, I have had 
nothing but compliments on the Committee and on the public 
relations firm that we have employed. 

I have been in almost daily conference with either Whitaker 
or Baxter by telephone or in person in Chicago, and I have 
never known anyone that was more interested in the cause that 
they were fighting for than Mr. Whitaker and Miss Baxter. 
They have devoted not six or eight or twelve hours a day to 
this work—I have been in Chicago on numerous occasions 
when they worked sixteen and eighteen hours a day. 

This has been a terrific job to get under way, and I feel 
that those of you who were restless at first and who felt 
that we were not getting under way as rapidly as we should, 
should feel differently about it at this time, and I hope that 
you do. I should like permission to introduce Miss Baxter 
and Mr. Whitaker and have them address the House. 

On motion offered by many, seconded by many, and carried, 
the House unanimously granted permission to Dr. Henderson 
to introduce Miss Baxter and Mr. Whitaker. 


Appress oF Miss LroNne BAXTER 

Dr. Henderson introduced Miss Baxter, who addressed the 
House as follows: 

Mr. Speaker, Members of the House of Delegates: Some- 
times when you have a patient who is very ill, when there 
is no treatment which will bring quick relief, and when surgery 
won't meet the problem, all of you, as doctors, know what it is 
to do a job the hard way if it’s to be done at all. 

You know what it is to rebuild a body that is spent and 
ravaged. You know how to keep that spark of life from 
fluttering out. 

All of you as doctors probably know a great deal more 
about painstaking, tedious work than you know of miracle 
cures ! 

We think it is good that you have that preparation and 
also the great patience born of practicing medicine because 
as practitioners of the kind of medicine we practice, public 
relations medicine, Whitaker & Baxter, unfortunately, can't 
offer any miracle cure for compulsory health insurance. We 
wish we could. This job of curing it and ending the infection 
will have to be done the hard way, too. 

I know that all of you have diagnosed this case very carefully, 
and if you have you know that this is an infection that can’t 
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be ended simply by defeating the Compulsory Health Insurance 
bills in Congress. 

The infection goes much deeper than that. Socialization, 
which has been sweeping the world, has made inroads in 
America. For years, there has been a relentless propaganda 
campaign in our country, as well as in other nations, to 
convince people that they must depend on Government for 
security if they want it at all, and that security is more 
precious than liberty. 

In the case before us, outside of the question of the people’s 
health, which, of course, is. the paramount consideration of the 
medical profession, one of the greatest basic issues involved 
is, “Is it Socialism?” 

One of the claims that our opponents seem most anxious 
to impress on the people is that compulsory health insurance 
is antiseptically pure as far as the germs of socialism are 
concerned. 

Now, President Truman may not feel that his bills are an 
invitation to socialism; Mr. Ewing may not feel that it is 
inherently socialistic. Irrespective of what you or I may feel 
here today in that regard, I can tell you from the standpoint 
of looking out at the Nation from your National Campaign 
Office, the people of America are looking across the Atlantic 
and comparing Britain’s government-controlled medical system 
with the plan proposed here, and they are approaching the con- 
clusion that the plan in its very essence guarantees socialism. 
On one of the first days of the Congressional hearings on the 
proposed legislation, Senator Pepper made a formal request of 
your own Dr. Lowell Goin, of California, to (and I quote) 
ae . stop calling the advocates of compulsory health insurance 
advocates of socialism.” 

Well, frankly, on the basis of reason and facts, it seems to 
me more important that those advocates stop calling their 
proposal health insurance, for, under legitimate insurance, the 
insured is told the exact amount of his premiums and exactly 
what benefits are guaranteed, and, on that basis, certainly gov- 
ernment-controlled medicine is no more insurance than a poll 
tax is insurance. 

But even in America, as all of you know, such false creeds 
make some converts. However, the great majority of American 
people, we think, still prize liberty and incentive and opportun.ty 
above security, above the kind of security leveled off and 
apportioned by the government or anybody else. But the danger 
lies in the fact that the advocates of socialism seldom state the 
issue completely and honestly, and our freedoms are not 
curtailed all at once but a little at a time. That is why this 
issue has to be fought out before the people and not just in 
Congress. That is the reason we have all been occupied, almost 
everybody in this room, putting together your National Educa- 
tion Campaign for the American Medical System. 

We have a constructive and a challenging job to do, and 
the medical profession, we believe, i: very well equipped to 
do that job. We have to restore the economic and political 
health of the country. We have to renew faith in the sound 
precepts that we know will keep America healthy and strong, 
and, from the standpoint of the Nation’s health, protect it 
from those who would sacrificé it to politics. 

We have another very vital job to do, and this also calls 
for a nationwide campaign of education. We urgently need to 
present the principle of voluntary health insurance to the 
American people. We need to expand and improve the voluntary 
health insurance system. We need to encourage the American 
people to provide themselves with prepaid medical care and 
to give them the facts in order to prove to them that there 
is nothing government can do for them in this field that they 
can’t do better for themselves, and at less cost. 

There is nothing static about medicine. I don’t need to tell 
you that. And there is nothing static about the American way 
of life. New problems require new solutions, and nobody knows 
that better than a doctor. 

American medicine, by the tremendous progress it has made 
in defeating disease and extending fife, also has helped to 
create some problems in medical economics. Many of the new 
life-saving medical procedures are costly, and so it is vital that 
we increase the availability of medical care through budget- 


ORGANIZATION SECTION 


695 


basis medicine. That is one of the most important phases of 
the campaign ahead of us now. 

Mr. Whitaker, in his report to you, will discuss some of the 
progress that has been made, the scope of the work which lies 
ahead, and some of the mediums which we believe should be 
used in getting facts to the people. 

I would like to take you on a very brief excursion, however, 
into the field of campaign literature, as we so elegantly and 
somewhat inaccurately call the pamphlets, posters and leaflets 
and campaign materials we prepare. This happens to be my 
specialty in the kind of medicine practiced by Whitaker and 
Baxter. 

Your National Campaign Office has produced some twenty- 
five different types of informative material for different uses 
in the campaign, with which you doctors and laymen and 
members of allied professions, friends of medicine, and your 
wives, Auxiliary members, have done a very excellent job of 
distributing 25,000,000 copies throughout the country in the 
past four months. 

There is one specific phase of that work that I want to 
discuss, and that is the pamphleteering drive. Pamphlets will 
play a major role in getting the story of American medicine 
to the people and in awakening them to the danger that 
confronts their health standards and their medical care. 

At the National Headquarters, we have discovered that 
throughout the country there is a tremendous public interest 
in this question. That public interest is clearly reflected in the 
prominence which the newspapers and the great national maga- 
zines are giving the issue in their columns. The people honestly 
want the facts, and, surprisingly, and this is very good news 
to Mr. Whitaker, to me and the rest of our staff, and a very 
unusual thing on a public issue, people seem to want a lot of 
facts. They have a great many questions they really want to 
know the answers to. That is the reason that one of our 
newest pamphlets, “The Voluntary Way Is The American 
Way,” is presented in question and answer format. We have 
endeavored in that ‘pamphlet to answer the 50 questions which 
we have found people asking most frequently on this issue. 

We have a smaller pamphlet for those who prefer to 
assimilate their facts in smaller doses, the one that carries 
the picture of the doctor on the front of it. I presume you 
all have seen it because it has been sent, I believe, to every 
doctor’s office in the country by this time. This is being used 
as a mail-enclosure piece. 

Both of these were particularly designed for doctors’ recep- 
tion rooms and for mass distribution through all the facilities 
available to us. It is not necessary that people generally read 
either of these in their entirety. They are good for all types 
of people—doctors and dentists and housewives and taxi drivers 
and farmers and professional people and students. The whole 
story is there, and for those who really want the answers, they 
will probably find them there, and I hope that we have made 
it difficult for even the busiest person to read a paragraph 
without wanting to know more about the subject. 

We are happy to report that we have had a very splendid 
reaction to these two new pieces of literature, and shipments 
to the state and county medical societies now have exceeded 
5,000,000 copies, that is, in the past five weeks. They were 
issued five weeks ago. 

The big job now, of course, is to get this material into the 
hands of individual doctors, friends of medicine, who are aiding 
in the fight, and on into the hands of the general public. 

It is critically important that this phase of the work not bog 
down. I mention this because there has been a slight disposition 
on the part of a few who have not thought it through, to assume 
that because we have got safely past our first Congressional 
crisis, we may now halt the treatment. 

Frankly, our field has merely shifted since our opponents 
have declared their intentions of making compulsory health 
insurance a major issue in the coming Congressional contest. 
That we certainly shall welcome. It permits us to take our 
case personally to the people, out into the grass roots of 
America, and that is the doctor’s field, that is the proper place 
to determine this public issue, an issue of more vital concern 
to the welfare not just of the medical profession but of the 
whole nation, than any of us ever has seen in his lifetime. 
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We know that all of you, when this convention is over, as 
you return to your homes, can be wonderfully helpful in seeing 
that your state and county societies follow through, help get 
those pamphlets into distribution. And the national campaign 
needs your help, too, and the prestige in your home states and 
communities in encouraging every member of the profession to 
display that colored poster, “The Doctor,” with its caption, 
“Keep Politics Out of This Picture.” As members of the House 
of Delegates of the American Medical Association, if you were 
to set a hundred per cent example, it would be tremendously 
valuable. More than 40,000 doctors already have ordered the 
poster, and that is a wonderful response and it is a heartening 
indication, too, that rank and file doctors all over America are 
determined to play a part in this campaign. 

At the rate the orders are coming in now, it appears that 
that “Doctor” poster will be on display in more than 50,000 
doctors’ offices before the end of this month. You can be very 
sure that the impact of that showing will be felt in the halls 
of Congress and in the White House itself. 

I don’t mind telling you now that when we first discussed 
this poster and placed an order for its production, Mr. Whitaker 
and I set our objective at 50,000. We thought if the doctors 
achieved that goal it would be a real accomplishment, because 
we had been warned by some of our friends in medicine that 
the doctors are rather conservative people and probably wouldn't 
yield very kindly to displaying a political poster in their offices, 
but it appears we had underestimated the doctors. They are 
conservative but apparently their hearts are in this fight. They 
believe in the freedom of the practice of medicine, and they 
are willing to do battle to save it. 

Now, we need to raise our sights. We need to give a demon- 
stration throughout the nation at this time of the unanimity of 
the medical profession. 

You know and we know that Britain wouldn’t have socialized 
medicine today if British doctors, despite the economic and 
political pressure placed on them, had found it possible to stick 
together, to act together and to prove that they knew more 
about the building and maintaining of the health of Britishers 
than the politicians knew. 

We need 100,000 doctors’ offices displaying this poster, distrib- 
uting campaign literature, and acting actually as their own 
branch campaign headquarters in their own area. We want to 
make this poster a symbol of enlistment, a measure of the 
doctor’s devotion to the cause of the nation’s health, and a 
notice to patients and to other members of his profession that 
each doctor has taken his stand for sound medical practice. 

I know you all understand that we don’t think that a poster, 
even a dramatic poster, will win this battle. It is only one 
phase of a very broad campaign, a very little thing, but it is 
of tremendous importance, and I will tell you why. 

The critics of the American Medical Association charge that 
the doctors of America are divided, that they don’t really 
believe in this fight, and we need to demonstrate publicly that 
individually the doctors of America do believe in this fight, 
that they are unalterably opposed to the socialization of their 
profession, and 100,000 doctors’ offices displaying the “Doctor” 
poster will be the best possible answer to our critics, and I 
don’t need to tell you the effect this will have on the millions 
of patients going through those doctors’ offices. 

The medical profession has a vitally important story to tell, 
and who in the world is to tell it so well or with more truth 
or with more sincerity than doctors themselves? 

There is another very important factor. The painting of 
the doctor may be old fashioned in some respects. We have 
had a few critical letters from doctors asking why we didn't 
portray a modern practitioner in a streamlined office. But 
there is something in that picture which represents one of the 
most priceless possessions you men of medicine have in your 
whole fight against assembly line medicine. In that doctor’s face 
there is compassion, there is personal concern for the welfare 
of his patient, there is personal loyalty to the patient as a 
human being, and that is not old fashioned; that is something 
very vital and very enduring. Most of your patients don't 
know too much about the prescriptions you give them probably. 
They may not even know much about your years of preparation 
or your scientific accomplishments. But they have faith in you. 
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They want you, not some other doctor. They know you are 
personally concerned in their welfare and whether they get 
well or whether they die, and that is something you have to 
give that no doctor assigned from a political list and allotted 
patients in a similar manner ever can give. That is what this 
poster says, and that is the truth, and America needs to be 
told that truth and needs to remember it. 

We are going to win this campaign. We are going to win 
this crusade against the absorption of the medical profession by 
the government. We are going to win it if we proceed in the 
way we have begun, keeping our eyes on the big objectives, 
remembering that the final force that crumpled British medicine 
was simply inability to get together and stay together to oppose 
the forces that threatened the existence of their profession. 

And when it is over and the threat is behind us in this 
country, we are all going to lift our heads a little more proudly 
because this we will know, this the worid will know, and this 
history will know, that by giving the people better medical care 
at less ultimate cost than any government bureau can possibly 
provide under a compulsory system, by having the courage and 
the leadership to strike out against the tide of “State-ism” that 
offends the principles of the majority of Americans but which 
so many people apathetically accept as inevitable, and by 
proving that this so-called trend toward “State-ism” is no 
more inevitable than the people permit it to be—by these 
things, American doctors will have saved their own profession 
from engulfment; they will have saved other professions from 
the same fate. American doctors will have saved and preserved 
the American way of life. 


Appress OF Mr. CLEM WHITAKER 


Dr. Henderson then introduced Mr. Clem Whitaker, who 
spoke as follows: 

Dr. Henderson, Mr. Speaker, Members of the House of 
Delegates: It is a very great responsibility to represent you 
in this critical hour, and it is a very great privilege, too. I 
want you to know that Miss Baxter and I recognize the deep 
obligation both to this House of Delegates and to American 
Medicine. I think we know, for the first time, how you feel 
when a patient’s life hangs in the balance. This is a life and 
death struggle, and we would all be guilty of hestied diagnosis if 
we failed to identify it as such. 

The next two or three years will acuaten 1 in all likelihood, 
whether the American medical system which has kept this 
country healthy and strong will live or die. This isn’t just 
another skirmish in the fight against compulsory health insur- 
ance. This is the decisive battle that will determine the fate 
of American Medicine for generations to come, and if the 
decision once goes against medicine, there will be no turning 
back. There will only be a tightening of the lockstep you walk 
in. This isn’t just a disagreement over procedures in providing 
the people with prepaid medical care. Freedom in medicine 
either for the doctor or the patient simply could not survive 
the stultifying political controls proposed in the Truman pro- 
gram, and the enactment of that system would be a devastating 
blow not only to the medical profession but to the health of 
the American people. 

The question at issue is whether the reputable men of Amer- 
ican Medicine or the political medicine men in Washington 
will control and direct the practice of medicine in this nation. 

As I think we all recognize, there is a basic issue which goes 
even deeper. It isn’t only sound medical practice which is at 
stake; it isn’t only the physical welfare of America that is in 
jeopardy. Our freedom in everything we count important is 
at issue. 

This fight that American Medicine is waging is a fundamental 
struggle of free men against government domination, and it is 
probably the most momentous issue which will be fought out 
before the American people in our lifetime. 

The trends toward “State-ism” in America. has become 
unmistakable. The concentration of power in Washington is 


frightening, and the constant reach for more power is unending. 
It is only a‘ short step from the “Welfare State” as our Wash- 
ington planners envision, to the “Total State,” which taxes the 
wage earner into government enslavement, which stamps out 
incentive and soon crushes individual liberty. 
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The danger signals are clearly visible. Already the American 
people are being compelled to contribute from 25 to 30 per cent 
of their earnings to support our sprawling governmental 
bureaucracy, and the program of the “Welfare State,” if it 
is enacted, eventually will take another 20 per cent of every 
worker’s paycheck in this country. That is not my estimate; 
that is the official government estimate. That would mean every 
one of us would work every other day for government. Then, 
why not every day? 

That is the pattern for the evolution of the “Welfare State” 
and of the “Socialist State” or the “Total State.” Call it what 
you will, that is not the American way. That is an alien way, 
foreign to everything we believe in, and that is a pattern for 
human misery and degradation. 

It was inevitable, of course, that finally there would come 
a crucial battle in the war between those who believe in the 
American way of life and those who covertly seek to impose 
government regimentation on us. This is that battle. 

American Medicine has been singled out by the socializers 
for this supreme test of their power. If they can win on this 
front, if they can impose government domination on doctors 
and their patients, they will have won a decisive battle in 
the fight for complete socialization of this country. We don’t 
have to guess at that or speculate about it. History has taught 
us that, the tragic history of every great nation which has 
adopted socialized medicine. In Russia and in Germany the 
spurious promise of free medicine, socialized medicine, was 
one of the lures used to lull people into nonresistance, while 
complete enslavement was accomplished. 

Britain began with compulsory health insurance on a sup- 
posedly moderate scale back in 1911. Since then the cancer of 
socialization has spread to almost every part of the British 
economy. It has eaten up the Bank of England, the cable 
and wireless services, civil aviation, the transportation industry, 
the coal industry, the electric industry and, more recently, the 
gas industry, and now it is about to spread to the steel industry. 

There were those in Britain, when compulsory health insur- 
ance was first proposed, who thought it was a harmless experi- 
ment. And some of their cousins live here in America. But 
today Britain is plunging headlong toward a_ regimented 
society that will blot out every vestige of liberty for the 
British people, unless the tide is turned back. 

This truth we know—and this truth we must some way make 
all America know: When medicine is socialized, the beginning of 
the end is in sight. It is one of the final, irrevocable steps 
toward complete state socialism. And at the end of that road 
is loss of everything that means most to free men. 

This, without doubt, is the greatest emergency any of you 
ever has confronted in all your years of practice. Not just 
one life hangs in the balance, but the life of a nation is in 
your hands—a nation that has become the last hope of all the 
liberty-loving people in the world. 

In all reverence, I want to say: Thank God that this House 
of Delegates and the American Medical Association have 
- accepted the challenge. Thank God for the courage, the sound 
convictions and the tireless energy of American doctors. 

This isn’t just a heavy obligation that has been laid upon 
you, and I am sure that you don’t look at it that way. This 
is the greatest opportunity any of us ever will have to serve 
America, to champion our good way of life and to play a vital 
part in shaping the destiny of our country. The plague of 
socialization, with all its demoralizing consequences, has become 
epidemic throughout most of the world. It has impaired and 
crippled the productive capacity of great nations and stripped 
them of their political independence. It has undermined the 
character, the moral fiber and the individual initiative of untold 
millions who were once prideful, self-reliant, self-supporting 
people. It has made them serfs of their own governments, 
dependent on government for their very existence. 

“In many countries, it has killed hope and maimed freedom. 
Here, in America, let us stop that plague. American doctors 
are directing the fight to stop it, just as they would fight any 
other scourge which threatened the health and welfare of the 
American people. 


ORGANIZATION SECTION 


697 


This is the challenging and tremendous task we have under- 
taken to alert and awaken the American people to the danger 
which threatens them; to crystallize and mobilize public opinion, 
so that the people’s mandate on this issue shall be unmistakable, 
and to rekindle faith in sound, fundamental American precepts 
which have made this country healthy and strong, in body 
and in spirit. 

We are making splendid progress with that work, too, I am 
happy to report, even though our nationwide grass roots cam- 
paign has barely begun. All over America, the people are 
beginning to speak out against socialized medicine, against 
political compulsion and against government regimentation. 

It wasn’t just lack of time which caused some of the advocates 
of government medicine to announce recently that they would 
not press for the enactment of their program at this session of 
Congress. It was lack of votes, lack of public support for 
their program that brought this change in their time table. 
It was the storm of letters from the people back home, pouring 
into Congress and the White House, in aroused protest against 
this scheme of political medicine which slowed the march of 
the socializers. 

We still have a Congress responsive to the voice of the 
people, in the best American tradition, and for this we should 
be eternally grateful. That is our last line of defense against 
regimentation eand the scourge of socialization. 

For this, too, we can be grateful: American medicine isn’t 
fighting alone now. This is rapidly becoming a great public 
crusade and a fundamental fight for freedom. The American 
Farm Bureau Federation, the American Legion, the American 
Bar Association, the National Grange, the National Association 
of Small Business Men, the National Fraternal Congress, with 
its hundreds of lodges, and the great General Federation of 
Women’s Clubs, with its 5,000,000 members—these are just a 
few of the powerful public organizations which have taken their 
stand beside American medicine in this battle. 

In less than five months, nearly eight hundred organizations 
in America, representing people in virtually every walk of life, 
have come out strongly against compulsory health insurance, 
and have said, in emphatic language, “The voluntary way is 
the American way to meet the need for prepaid health care.” 

That is only a beginning. State and county medical societies 
all over America are at work, getting the facts before public 
groups in their respective states and communities. Thousands 
of doctors are at work, carrying American medicine's story to 
their patients and their friends, their community leaders, their 
civic groups, their lodges, churches, farm bureaus, chambers of 
commerce, labor unions, and their clubs and their patriotic 
organizations. Thousands of leaders in the many organizations 
that have become allies of medicine are at work, too, alerting 
their membership and arousing other organizations, because 
they have made this fight their fight, in the defense of our 
American way of life. 

We have made a good start, but it is only a start. There are 
eight hundred organizations on record against socialized medi- 
cine. By the end of this month, we should have at least one 
thousand, and by the end of this year, we want five thousand 
other organizations standing beside medicine. 

We can't be lulled into overconfidence by developments in 
Congress, or a change in tactics on the part of our opponents. 
We can’t afford to relax our vigilance until every city, town 
and hamlet in this country has heard the truth, and until all the 
citizens of this great country, no matter where they live, know 
the real significance of the attempt that is being made to infringe 
on their lives and their personal freedom. 

Tens of thousands of Americans already have heard the 
facts, and acted on them. The thousands of letters to members 
of Congress prove that. The tremendous demand for pamphlets 
and other educational material gives further corroboration. 

Already, there is a noticeable shift in public sentiment. Amer- 
ican medicine is gradually emerging from a defensive position 
and is reaching the people with its affirmative campaign. 

But we are still far from our objective. We are still fighting 
against great odds. There are millions of Americans who 
haven't yet heard both sides of this case, who have heard only 
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the government’s continuing din of misleading propaganda, and 
it is our job in the year ahead to see that every American has 
the facts. 

We need have no fear of the people’s verdict once they have 
the facts, once they know the costly price they would pay for 
government-controlled medicine—in exorbitant taxes, in inferior 
medical care, in invasion of their privacy and in loss of personal 
freedom. 

We can safely rest our case with the American peop!e, but 
first we must get the facts before the people. That, I know, 
is the heart and purpose of your program, because your plan 
of action was clearly outlined in the resolution adopted by this 
House of Delegates on Dec. 1, 1948, directing that this cam- 
paign of public education be undertaken. That resolution 
reaffirmed the American Medical <Association’s support of 
voluntary health insurance to provide the peop!e with prepaid 
medical coverage. Then it contained a ringing statement, 
declaring that the American peop!e enjoy the finest standards 
of medical care achieved by any great country in the history 
of the world, and that the accomplishments of American medi- 
cine are the result of development by a ‘free profession, working 
under a free system, unhampered by governmental control. 
That resolution also contained this vigorous condemnation of 


government medicine : 


Compulsory sickness insurance, notwithstanding misleading bureaucratic 
propaganda, is a variety of socialized medicine, or state medicine, and 
possesses the evils inherent in any politically controlled system. It is con- 
trary to American tradition, and is the first and most dangerous step in 
the direction of complete state socialism, The American Medical Asso- 
ciation rejects any such scheme. We are equally certain that when the 
people understand the facts they also will reject it with the same finality. 


Your House then laid down these specific steps in getting 
the facts before the people: that the American Medical Asso- 
ciation campaign of education should disseminate all necessary 
information to these groups: (1) state and county medical 
societies and individual physicians, (2) the general public and 
the congress of the United States. 

That, in abbreviated statement, is the framework of your 
campaign. That is the type of campaign American medicine 
is conducting—a ‘campaign that squares with every principle 
of popular government and democratic action. 

I reviewed the essentials of that program today, because 
there are some men in Washington who apparently question 
American medicine's right to conduct it. There has been a 
deliberate attempt on the part of the critics of medicine to 
misrepresent the American Medical Association National Edu- 
cation Campaign, and to convince the people that there is 
something reprehensib!e about doctors taking their case to the 
people. 

We don’t need to be too disturbed about the angry accusa- 
tions of the socializers, however, because the American people 
have learned to discount the intemperate statements of those 
who resort to abuse and invective when they fear to go to 
trial on the merits of their case. 

I believe we all anticipated, too, that when American medi- 
cine challenged entrenched bureaucracy, to force a showdown 
before the peop!e on this issue, we would get “roughed up” a 
bit. That is part of the price of remaining free men. 

The arrogance of government bureaucrats, as they reach out 
for increasing power over the lives of the peop!e, is limitless, 
and that arrogance never has been more clearly demonstrated 
than in their repeated attempts to terrorize the medical profes- 
sion into nonresistance on this issue. But, again let me say, 
thank God that American doctors have the courage of their 
convictions. 

There is a fundamental principle of freedom at stake here, 
and on principle there can be no compromise. There can be 
no let-up in this fight until the people have spoken and until 
the issue has been finally resolved. 

Let me put the record straight in another regard, too. This 
isn’t a partisan fight, despite the frantic attempts of some 
partisan politicians to make it appear so. American medicine 
has staunch supporters in both major political parties in Con- 
gress. There isn’t any party line drawn here. The issue is 


drawn on much broader lines. Republicans and Democrats 
alike, who know the pattern of “State-ism” and who recog- 
nize the danger of further concentration of power in Washing- 
ton, are rallying to medicine’s cause. 

But we would be foolhardy indeed: if we underestimated the 
tremendous power of the government propaganda machine 
which is beating the drums for socialized medicine and reck- 
lessly misusing public funds in a desperate attempt to sell the 
American people this quack cure-all. 

There are 45,000 full-time and part-time government press 
agents and propagandists in Washington, supported by the tax- 
payers at a cost of $75,000,000 a year. That is our opposition. 

Just how many of them have been ordered to devote their 
energies to the campaign to discredit American medicine and 
to promote compulsory health insurance before the people and 
in the halls of Congress, we haven't been advised. But we 
do know that there are officials and employees of the Federal 
Security Administration and various other government agencies, 
runn ng all over America, on government expense accounts, no 
doubt, frantically endeavoring to create public support for the 
program of socialized medicine now before Congress. You 
will find them in virtually every state, speaking before public 
meetings, showing up unexpectedly whenever compulsory health 
insurance is under discussion, and loudly expounding the alien 
philosophy that only government can care for the people's needs. 
I am ashamed that any representative of American government 
would present that to the American people. 

This is the type of opposition with which we are confronted. 
It is a little amazing that our social bureaucrats, under such 
circumstances, would have the effrontery to question American 
medicine’s right to present its side of the case. It is the peo- 
ple’s heaith that is in jeopardy, and who should talk to them 
if not their doctors? 

The staff of the American Medical Association National 
Educatiou Campaign, by comparison with that government bri- 
gade, seems very modest indeed. It numbers less than forty 
persons, including the secretaries, stenographers and telephone 
operators. In Wash.ngton, that staff wouldn't be considered 
adequate to cover a good-sized congressional district ! 

But this battle isn't going to be won in Washington, and it 
isn’t going to be won in Chicago. It is going to be won by the 
doctors of America, by men and women like yourselves, work- 
ing in their home communities, speaking before their luncheon 
clubs, talking to their friends and passing pamphlets to their 
neighbors. This is a grassroots campaign in the finest meaning 
of that term, and American medicine can be very proud of the 
type of campaign it is conducting. 

It isn't an easy job. It is going to mean double duty and 
end!ess hours of hard work for tens of thousands of doctors and 
their friends all over this country. It is going to mean loss of 
sleep, loss of leisure, many evenings away from home and many 
frustrations and irritations. That is just part of the price of 
liberty. There is no substitute for personal work and personal 
interest in this nationwide job of public education. 

It is going to mean a heavy burden on state and county 
medical societies, too, directing their respective campaigns, get- 
ting out publicity, keeping their speakers’ bureaus functioning, 
securing the support of their local organizations and handling 
the flood of pamphlets and posters that must be distributed to 
doctors’ offices. 

Then it is going to mean all-out work for the prepaid medical 
and hospital plans and all the other voluntary health insurance 
systems, because America needs budget-basis medicine, and 
there is a tremendous job to be done in stepping up promotional 
work and sales, so that this problem can be finally resolved. 
For we are not just working to beat a bill, even though that 
phase of the fight is immediate and urgent. Were going to do 
something about taking the economic shock out of illness. 

There are more than 55,000,000 peopte covered today in hun- 
dreds of voluntary health insurance systems serving this coun- 
try, and the enrolment is grow.ng by the millions every year. 
The American people instinctively know that the voluntary 
way is the American way to cope with the problem of prepaid 
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health insurance. They are plainly demonstrating their faith 
in that precept, in increasing numbers every day, by turning 
to the voluntary plans for the protection which they want and 
need. 

The phenomenal growth and development of voluntary 
health insurance has been one of the most remarkable and sig- 
nificant achievements in medical economics in our times, and 
American.doctors can be very proud of the major part they have 
played in that development. 

While the socializers have been talking about this problem, 
doctors have been doing something about it. In less than two 
decades, the voluntary health insurance ssystems have left 
their swaddling clothes behind them and have achieved such 
strength and stature that the problem of prepaid medical care 
can finally be resolved within the next few years, if we can 
keep politics out of this picture. 


American medicine, the prepayment systems and the insur- 
ance industry, working together, are well on the road to 
solution of this problem. The means of increasing the availa- 
bility of medical and hospital care are at hand. The job now 
is largely one of public education and constant improvement in 
the coverage offered. 


There are still millions of people who need health insurance 
protection but who haven't yet learned either that it is 
available to them or that it can be bought at a reasonable 
cost, and without a heavy drain on the family budget. It is 
part of our job in this American Medical Association National 
Education Campaign to get the facts to the people, to make 
America health insurance conscious, so that those who need 
budget-basis medicine as a protection against the costs of 
sudden illness will provide themselves with that protection. 


We don’t have to depend alone on ideological arguments to 
beat political medicine; wé don’t have to depend wholly on the 
people’s inherent aversion to compulsion and _ regimentation. 
The American people, in the final analysis, always will buy 
the best product, at the best price, if it is properly presented. 
We have the best product at the best price in voluntary health 
insurance, 


There is, nothing cheap about government medicine, except 
its quality. It is a poor product at a premium price, with much 
of the medical dollar eaten up by bureaucratic overhead. We 
don’t need to guess at that. The record of government medi- 
cine, in every country that has adopted it, is a record of 
shameful waste and“incompetence, and steady deterioration in 
the quality of medical care. 


We never have had to reduce our standard of living in this 
country to compete with peasant labor in other lands, and 
we don’t have to reduce our health standards just to satisfy 
a few politicians in Washington who have lost confidence in 
the people’s ability to care for their own needs in their own way. 
We are the healthiest, strongest nation on the face of the 
globe today, and that strength stems from the people, not from 
any government bureau in Washington. We just need to go 
to the people of this country and tell them the facts, in simple 
American fashion. 

I might say that Miss Baxter, in addition to being the best- 
looking woman in my life, is also a prodigious worker, and 
Miss Baxter believes in a great deal of detail. 1 might interpose 
here the statement that at 2:30, on Wednesday, she will speak 
before the Medical Society Executives Conference and will 


outline in great detail the specific job which is being done—in ° 


more detail than I am going to put it to you today. 


There is a lot of work to be done on every front in this 
campaign, but it isn’t just drudgery. This is an opportunity, 
an inspiring opportunity. This is an emergency, and we are 
calling on every doctor to offer his services. There isn’t a 
man or woman in medicine worthy of the high ideals of your 
profession who wouldn’t respond to an emergency call if a 
person’s life was in danger or if a family was in difficulty 
or a community was in trouble. But this emergency is so vast, 
it is hard to grasp. If it is even hard to arouse some of the 
doctors in America, think how much harder it is going to be 
to arouse all the people of this country to the full implications 
of this struggle. 
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But think what a glorious job it will be, too! We have 
fought two world wars in defense of our liberty, so we have no 
illusions about the price of freedom. No matter what the 
cost—in money, in energy, in extra hours and in tireless devo- 
tion to the cause—the cost of this crusade will be just a fraction 
of the terrific price we would pay if this fight were lost. 

The price of liberty comes high, but the loss of liberty— 
that’s a price none of us can afford to pay! 

Let Whitaker and Baxter give you this strong, personal 
assurance: This fight can be won. It must be won, and it will 
be won. In the winning of it, all of you, and all of the 
other doctors throughout America who get into the battle, will 
have the deep satisfaction of knowing that you have contributed 
to the well-being of this nation in greater measure than you 
ever have had opportunity to do before. You won't just help 
in saving your profession. You will help in saving the country 
that has been good to you. You will help America. 

This is the greatest challenge any of us ever has confronted. 
This is an opportunity to change the course of history, to defend 
our good way of life and to leave a priceless inheritance to 
all who will follow us. 

We need a spiritual revival in politics. We need a new 
flaming idealism. We need to reconsecrate ourselves to the 
fundamental principles of freedom that have made America the 
inspiration and hope of a sick world. We need every doctor 
imbued with the vital importance of this cause and fighting 
not only for his own freedom but for all our fundamental free- 
doms that make life in America better than in any other land. 
And American medicine, I am confident, will face up to that 
challenge. 


Introduction of Dr. Austin Smith 
Dr. E. L. Henderson, Chairman, Board of Trustees, intro- 
duced to the House Dr. Austin Smith, Associate Editor of 
Tue JOURNAL. 


Report of Board of Trustees 


Report oF Councit ON NATIONAL EMERGENCY 
MepDICcAL SERVICE 

Dr. James C. Sargent, Wisconsin, presented the following 
report, which was referred to the Reference Committee on 
Emergency Medical Service except the portions dealing with 
amendments to the Constitution and By-Laws, which were 
referred to the Reference Committee on Amendments to the 
Constitution and By-Laws. 


ELEVATION OF POSITION OF SURGEON GENERAL OF ARMY 

It is with considerable satisfaction that the Council is able 
today to report to the Board of Trustees and the House of 
Delegates that the Army has elevated the position of the 
Surgeon General in its internal structure to a position which 
will guarantee that the Surgeon General is in fact the direct 
Medical Advisor to the Chief of Staff and the Secretary of 
the Army; that he will be guaranteed direct access to the 
Chief of Staff and to the Secretary of the Army in all medical 
activities at all times. This elevation in status will be applicable 
in all echelons of medical service within the Army structure. 


DIVISION OF MEDICAL SERVICES 

The Council on National Emergency Medical Service respect- 
fully calls the attention of the Board of Trustees and the House 
of Delegates to a directive, dated May 12, 1949, establishing in 
the Office of the Secretary of Defense a Division of Medical 
Services to be headed by a Director of Medical Services of 
the Armed Forces. It is recommended that a proper note of 
commendation be forwarded to the President and the Secretary 
of Defense in recognition of this constructive and forward-look- 
ing action. 


REQUEST FOR SECTION ON MILITARY MEDICINE AND SURGERY 

A communication has been received, dated May 16, 1949, 
from the Executive Secretary of the Committee on Medical 
and Hospital Services of the Armed Forces to the Office of 
the Secretary of Defense, requesting the Council on National 
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Emergency Medical Service to sponsor the establishment of a 
Section on Military Medicine and Surgery within the structure 
of the American Medical Association. 

The Council on National Emergency Medical Service believes 
there is much to justify such a Section and recommends that 
in its consideration the Council on Scientific Assembly seek the 
views of the service representatives in the House of Delegates. 


PROPOSED AMENDMENTS TO CONSTITUTION AND BY-LAWS 


The Council on National Emergency Medical Service desires 
to bring to the attention of the Board of Trustees, for action 
by the House of Delegates, the need for several amendments 
to the Constitution and By-Laws of the American Medical 
Association. 

At the present time the medical officers of the United States 
Army, the United States Navy, the United States Public Health 
Service, and the Veterans Administration are eligible to become 
Service Fellows and each of these government medical services 
is entitled to one voting delegate to the House of Delegates. 

On May 12, 1949, the Secretary of Defense established an 
autonomous Medical Service of the United States Air Force; 
the By-Laws of the American Medical Association, Division 
Two, Chapter IV, Section 2 (A) 2, which provide for Service 
Fellows, contain no provision for Service Fellow _ status 
for medical officers of the United States Air Force; therefore 
it is recommended that Division Two, Chapter IV, Section 2 (A) 
2 of the By-Laws be amended so that the words “United 
States Air Force” be inserted after the words “the United 
States Navy.” 

The Council on National Emergency Medical Service desires 
to present the following proposed amendment calling for changes 
in the Constitution and By-Laws of the American Medical Asso- 
ciation, so that the medical officers of the newly formed medical 
service of the United States Air Force may enjoy the same 
privileges and responsibilities within the American Medical 
Association as their colleagues in the other government services. 

Neither the Constitution nor the By-Laws as presently written 
provide for representation in the House of Delegates of the 
Medical Service of the United States Air Force established 
by order of the Secretary of Defense on May 12, 1949. 

The Medical Service of the United States Air Force should 
enjoy the same representation, privileges and responsibilities 
in the House of Delegates of the American Medical Association 
as that of the United States Army and the United States 
Navy. It is recommended therefore that Article 6, Section 2, 
of the Constitution be amended so that the words “the United 
States Air Force” be added to the first sentence after the words 
“the United States Navy,” and that Division Three, Chapter IX, 
Section 1 (b) of the By-Laws be amended by adding the words 
“the United States Air Force” after the words “United States 
Navy” in the first sentence. 


RESOLUTIONS ON ACTION FAVORING PASSAGE 
OF H.R. 3039 AND s. 1698 


The following resolutions are respectfully submitted for con- 
sideration of the House of Delegates: 


Wuereas, Numerous difficulties have arisen, making it impossible for 
all but a very few Army, Navy and Air Force Medical Corps Reserve 
officers to attain the point credits necessary to complete a satisfactory 
year of federal service during the first year of operation of Public Law 
810, 80th Congress; and 

Wuereas, It is the opinion of the American Medical Association that 
national security requires an active and adequate medical reserve in each 
of the threc departments; and 

Wuereas, The present inability of medical reserve officers to attain a 
sufficient number of points for a satisfactory year will, through resig- 
nations and administrative transfers to the inactive reserve, seriously 
deplete the medical reserve forces available to our country; be it therefore 

Resolved, That the American Medical Association go on record as 
favoring the passage of S. 1698 and H.R. 3039 and/or other suitable 
iegislation looking toward the deferment for one year of the date on 
which the point requirements in said law shall become effective; and be it 
further 

Resolved, That copies of this Resolution be forwarded to the President 
of the United States, to the Secretary of Defense, to the Secretaries of 
the Army, Navy and Air Force, to the Chairmen of the Armed Services 
Committees of the Senate and the House and to Senator Johnson and 
Representative Ford. 
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REPORT OF THE JUDICIAL COUNCIL 


The Vice Speaker, Dr. James R. Reuling, assumed the Chair. 

At the request of the Speaker, Dr. E. R. Cunniffe, Chairman of 
the Judicial Council, presented a revised Principles of Medical 
Ethics, which was adopted section by section and as a whole 
after amendment of Section 8 of Article IV of Chapter III 
by changing the word “resign” in the third line to the word 
“relinquish.” The revised Principles of Medical Ethics as 
adopted by the House of Delegates reads: 
To the Members of the House of Delegates of the American 

Medical Association: 

The Judicial Council presents herewith for the approval of 
the House of Delegates the revised Principles of Medical 
Ethics of the American Medical Association: 


PRINCIPLES OF MEDICAL ETHICS 


“These principles are not laws to govern but are principles 
to guide to correct conduct.” (James Percival’s Principles of 
Ethics, 1803.) 


Chapter I 
GENERAL PRINCIPLES 


CHARACTER OF THE PHYSICIAN 

Section 1.—The prime object of the medical profession is to 
render service to humanity; reward or financial gain is a sub- 
ordinate consideration. Whoever chooses this profession assumes 
the obligation to conduct himself in accord with its ideals. A 
physician should be “an upright man, instructed in the art of 
healing.” He must keep himself pure in character and be diligent 
and conscientious in caring for the sick. As was said by Hippoc- 
rates, “He should also be modest, sober, patient, prompt to do 
his whole duty without anxiety; pious without going so far as 
superstition, conducting himself with propriety in his profession 
and in all the actions of his life.” 


THE PHYSICIAN'S RESPONSIBILITY 

Sec. 2.—‘The profession of medicine, having for its end the 
common good of mankind, knows nothing of national enmities, 
of political strife, of sectarian dissensions. Disease ard pain the 
sole conditions of its ministry, it is disquieted by no misgivings 
concerning the justice and honesty of its client’s cause; but 
dispenses its peculiar benefits, without stint or scruple, to men 
of every country, and party and rank, and religion, and to 
men of no religion at all.” * 


GROUPS AND CLINICS 
Sec. 3—The ethical principles actuating and governing a 
group or clinic are exactly the same as those applicable to the 
individual. As a group or clinic is composed of individual 
physicians, each of whom, whether employer, employee or part- 
ner, is subject to the principles of ethics herein elaborated, the 
uniting into a business or professional organization does not 
relieve them either individually or as a group from the obligation 

they assume when entering the profession. 


ADVERTISING 

Sec. 4.—Solicitation of patients, directly or indirectly, by a 
physician, by groups of physicians or by institutions or organ- 
izations is unethical. This principle protects the public from 
the advertiser and salesman of medical care by establishing an 
easily discernible and generally recognized distinction between 
him and the ethical physician. Among unethical practices are 
included the not always obvious devices of furnishing or inspir- 
ing newspaper or magazine comments concerning cases in which 
the physician or group or institution has been, or is, concerned. 
Self laudations defy the traditions and lower the moral standard 
of the medical profession; they are an infraction of good taste 
and are disapproved. 


EDUCATIONAL INFORMATION NOT ADVERTISING _ 
Sec. 5.—Many people, literate and well educated, do not 
possess a special knowledge of medicine. Medical books and 
journals are not easily accessible or readily understandable. 


*Sir Thomas Watson. 
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The medical profession considers it ethical for a physician to 
meet the request of a component or constituent medical society 
to write, act or speak for general readers or audiences. The 
adaptability of medical material for presentation to the public 
may be perceived first by publishers, motion picture producers 
or radio officials. These may offer to the physician opportunity 
to release to the public some article, exhibit or drawing. Refusal 
to release the material may be considered a refusal to perform 
a public service, yet compliance may bring the charge of self 
seeking or solicitation. In such circumstances the physician 
should be guided by the decision of official agencies established 
through component and constituent medical organizations. 


A physician who desires to know whether, ethically, he may 
engage in a project aimed at health education of the public 
should request the approval of the designated officer or com- 
mittee of his county medical society. 

The most worthy and effective advertisement possible, even 
for a young physician, especially among his brother physicians, 
is the establishment of a well merited reputation for professional 
ability and fidelity. This cannot be forced, but must be the 
outcome of character and conduct. The publication or circula- 
tion of simple professional cards is approved in some localities 
but is disapproved in others. Disregard of local customs and 
offenses against recognized ideals are unethical. 

The promise of radical cures or boasting of cures or of 
extraordinary skill or success is unethical. 

An institution may use means, approved by the medical pro- 
fession in its own locality, to inform the public of its address 
and the special class, if any, of patients accommodated. 

PATENTS, 


COMMISSIONS, REBATES AND SECRET REMEDIES 


Sec. 6.—An ethical physician will not receive remuneration from 
patents on or the sale of surgical instruments, appliances and 
medicines, nor profit from a copyright on methods or procedures. 
The receipt of remuneration from patents or copyrights tempts 
the owners thereof to retard or inhibit research or to restrict the 
benefits derivable therefrom to patients, the public or the medical 
profession. The acceptance of rebates on prescriptions or 
appliances, or of commissions from attendants who aid in the 
care of patients is unethical. An ethical physician does not 
engage in barter or trade in the appliances, devices or remedies 
prescribed for patients, but limits the sources of his professional 
income to professional services rendered the patient. He should 
receive his remuneration for professional services rendered only 
in the amount of his fee specifically announced to his patient at 
the time the service is rendered or in the form of a subsequent 
statement, and he should not accept additional compensation 
secretly or openly, directly or indirectly, from any other source. 

The prescription or dispensing by a physician of secret medi- 
cines or other secret remedial agents, of which he does not 
know the composition, or the manufacture or promotion of their 
use is unethical. 

EVASION OF LEGAL RESTRICTIONS 


Sec. 7.—An ethical physician will observe the laws regulating 
al fgg of medicine and will not assist others to evade 
s ws. 


Chapter II 
Duties OF PHYSICIANS TO THEIR PATIENTS 


STANDARDS, USEFULNESS, NONSECTARIANISM 


Section 1.—In order that a physician may best serve his 
patients, he is expected to exalt the standards of his profession 
and to extend its sphere of usefulness. To the same end, he 
should not base his practice on an exclusive dogma or a 
sectarian system, for “sects are implacable despots; to accept 
their thralldom is to take away all liberty from one’s action 
and thought.” * A sectarian or cultist as applied to medicine is 
one who alleges to follow or in his practice follows a dogma, 
tenet or principle based on the authority of its promulgator to 
the exclusion of demonstration and scientific experience. All 
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voluntarily associated activities with cultists are unethical. A 
consultation with a cultist is a futile gesture if the cultist is 
assumed to have the same high grade of knowledge, training 
and experience as is possessed by the doctor of medicine. Such 
consultation lowers the honor and dignity of the profession in 
the same degree in which it elevates the honor and dignity of 
those who are irregular in training and practice. 


PATIENCE, DELICACY AND SECRECY 


Sec. 2.—Patience and delicacy should characterize the physi- 
cian. Confidences concerning individual or domestic life 
entrusted by patients to a physician and defects in the dis- 
position or character of patients observed during medical 
attendance should never be revealed unless their revelation is 
required by the laws of the state. Sometimes, however, a physi- 
cian must determine whether his duty to society requires him 
to employ knowledge, obtained through confidences entrusted to 
him as a physician, to protect a healthy person against a com- 
municable disease to which he is about to be exposed. In such 
instance, the physician should act as he would desire another to 
act toward one of his own family in like circumstances. Before 
he determines his course, the physician should know the civil 
law of his commonwealth concerning privileged communications. 


PROGNOSIS 


Sec. 3.—The physician should neither exaggerate nor mini- 
mize the gravity of a patient’s condition. He should assure 
himself that the patient, his relatives or his responsible friends 
have such knowledge of the patient’s condition as will serve the 
best interests of the patient and the family. 


THE PATIENT MUST NOT BE NEGLECTED 

Sec. 4—A physician is free to choose whom he will serve. 
He should, however, respond to any request for his assistance 
in an emergency or ‘whenever temperate public opinion expects 
the service. Once having undertaken a case, the physician 
should not neglect the patient, nor should he withdraw from 
the case without giving notice to the patient, his relatives or 
his responsible friends sufficiently long in advance of his with- 
drawal to allow them to secure another medical attendant. 


Chapter III 


Duties oF PuysicIANS TO OTHER AND TO 
THE PROFESSION AT LARGE 


ArticLE I—DutTIEs TO THE PROFESSION 


UPHOLDING THE HONOR OF THE PROFESSION 


Section 1—A physician is expected to uphold the dignity 
and honor of his vocation. 


MEMBERSHIP IN MEDICAL SOCIETIES 


Sec. 2—For the advancement of his profession, a physician 
should affiliate with medical societies and contribute of his time, 
energy and means so that these societies may represent the 
ideals of the profession. 


SAFEGUARDING THE PROFESSION 


Sec. 3.—Every physician should aid in safeguarding the pro- 
fession against admission to it of those who are deficient in 
moral character or education. 

Sec. 4.—A physician should expose, without fear or favor, 
incompetent or corrupt, dishonest or unethical conduct on the 
part of members of the profession. Questions of such conduct 
should be considered, first, before proper medical tribunals in 
executive sessions or by special or duly appointed committees 
on ethical relations, provided such a course is possible and pro- 
vided, also, that the law is not hampered thereby. If doubt 
should arise as to the legality of the physician’s conduct, the 
situation under investigation may be placed before officers of 
the law, and the physician-investigators may take the necessary 
steps to enlist the interest of the proper authority. 
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ArtictE II.—PROFESSIONAL SERVICES OF PHYSICIANS 
to Eacn OTHER 


DEPENDENCE OF PHYSICIANS ON EACH OTHER 


Section 1—As a general rule, a physician should not attempt 
to treat members of his family or himself. Consequently, a 
physician should cheerfully and without recompense give his pro- 
fessional services to physicians or their dependents if they are 
in his vicinity. 

COMPENSATION FOR EXPENSES 


Sec. 2.—When a physician from a distance is called to advise 
another physician about his own illness or about that of one of 
his family dependents, and the physician to whom the service is 
rendered is in easy financial circumstances, a compensation that 
will at least meet the traveling expenses of the visiting physician 
should be proffered him. When such a service requires an 
absence from the accustomed field of professional work of the 
visitor that might reasonably be expected to entail a pecuniary 
loss, such loss may, in part at least, be provided for in the 
compensation offered. 


ONE PHYSICIAN IN CHARGE 


Sec. 3—When a physician or a member of his dependent 
family is seriously ill, he or his family should select one physi- 
cian to take charge of the case. The family may ask the physi- 
cian in charge to call in other physicians to act as consultants. 


Articte III.—Dutires oF PHYSICIANS IN 
CONSULTATIONS 


CONSULTATIONS SHOULD BE ENCOURAGED 


Section 1.—In a case of serious illness, especially in doubtful 
or difficult conditions, the physician should request consultations. 


CONSULTATION FOR PATIENT'S BENEFIT 


Sec. 2.—In every consultation, the benefit to the patient is of 
first importance. All physicians interested in the case should be 
candid with the patient, a member of his family or a responsible 
friend. 


PUNCTUALITY 


Sec. 3.—All physicians concerned in consultations should be 
punctual. When, however, one or more of the consultants are 
unavoidably delayed, the one who arrives first should wait for 
the others for a reasonable time, after which the consultation 
should be considered postponed. When the consultant has come 
from a distance, or when for any other reason it will be difficult 
to meet the physician in charge at another time, or if the case is 
urgent, or it be the desire of the patient, his family or his 
responsible friends, the consultant may examine the patient and 
mail his written opinion, or see that it is delivered under seal to 
the physician in charge. Under these conditions, the consultant's 
conduct must be especially tactful; he must remember that he is 
framing an opinion without the aid of the physician who has 
observed the course of the disease. 


PATIENT REFERRED TO CONSULTANT 


Sec. 4.—When a patient is sent to a consultant and the physi- 
cian in charge of the case cannot accompany the patient, the 
physician in charge should provide the consultant with a history 
of the case, together with the physician’s opinion and outline 
of the treatment, or so much of this as may be of service to the 
consultant. As soon as possible after the consultant has seen the 
patient he should address the physician in charge and advise him 
of the results of the consultant’s investigation, The opinions of 
both the physician in charge and the consultant are confidential 
and must be so regarded by each. 


DISCUSSIONS IN CONSULTATION 


Sec. 5.—After the physicians called in consultation have com- 
pleted their investigations, they and the physician in charge 
should meet by themselves to discuss the course to be followed. 
Statements should not be made nor should discussion take place 
in the presence of the patient, his family or his friends, unless 
all physicians concerned are present or unless all of them have 
consented to another arrangement. 
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SECTION Fane 
RESPONSIBILITY OF ATTENDING PHYSICIAN 

Sec. 6.—The physician in charge of the case is responsible for 
treatment of the patient. Consequently, he may prescribe for 
the patient at any time and is privileged to vary the treatment 
outlined and agreed on at a consultation whenever, in his opinion, 
such a change is warranted. However, after such a change, it 
is best to call another consultation; then the physician in charge 
should state his reasons for departing from the course decided 
at the previous conference. When an emergency occurs during 
the absence of the physician in charge, a consultant may assume 
authority until the arrival of the physician in charge, but his 
authority should not extend further without the consent of the 
physician in charge. 

CONFLICT OF OPINION 

Sec. 7.—Should the physician in charge and a consultant be 
mmable to agree in their view of a case, another consultant 
should be called or the differing consultant should withdraw. 
However, since the patient employed the consultant to obtain 
his opinion, he should be permitted to state it to the patient, his 
relative or his responsible friend, in the presence of the physician 
in charge. 

CONSULTANT AND ATTENDANT 

Sec. 8—When a physician has acted as consultant in an ill- 
ness, he should not become the physician in charge in the course 
of that illness, except with the consent of the physician who was 
in charge at the time of the consultation. 


Article IV.—DutTies oF IN CASES 
OF INTERFERENCE 


MISUNDERSTANDINGS TO BE AVOIDED 

Section 1.—A physician, in his relationship with a patient 
who is under the care of another physician, should not give hints 
relative to the nature and treatment of the patient’s disorder; 
nor should a physician do anything to diminish the trust reposed 
by the patient in his own physician. In embarrassing situations, 
or whenever there seems to be a possibility of misunderstanding 
with a colleague, a physician should seek a perscdnal interview 
with his fellow. 


SOCIAL CALLS ON PATIENT OF ANOTHER PHYSICIAN 

Sec. 2.—When a physician makes social calls on another 
physician's patient he should avoid conversation about the 
patient's illness. 


SERVICES TO PATIENT OF ANOTHER PHYSICIAN 

Sec. 3.—A physician should not take charge of, or prescribe 
for another physician’s patient during any given illness (except 
in an emergency) until the other physician has relinquished the 
case or has been formally dismissed. 


CRITICISM TO BE AVOIDED 

Sec. 4.—When a physician does succeed another physician in 
charge of a case, he should not disparage, by comment or 
insinuation, the one who preceded him. Such comment or insin- 
uation tends to lower the confidence of the patient in the medical 
profession and so reacts against the patient, the profession and 
the critic. 

EMERGENCY CASES 

Sec. 5.—When a physician is called in an emergency because 
the personal or family physician is not at hand, he should pro- 
vide only for the patient's immediate need and should withdraw 
from the case on the arrival of the personal or family physician. 
However, he should first report to the personal or family 
physician the condition found and the treatment administered. 


PRECEDENCE WHEN SEVERAL PHYSICIANS ARE SUMMONED 


Sec. 6.—When several physicians have been summoned in a 
case of sudden illness or of accident, the first to arrive should be 
considered the physician in charge. However, as soon as is 
practicable, or on the arrival of the acknowledged personal or 
family physician, the first physician should withdraw. © Should 
the patient, his family or his responsible friend wish some one 


other than he who has been in charge of the case, the patient 


or his representative should advise the personal or family physi- 
cian of his desire. When, because of sudden illness or accident, 
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a patient is taken to a hospital without the knowledge of the 
physician who is known to be the personal or family physician, 
the patient should be returned’to the care of the personal ww 
family physician as soon as is feasible. 


A COLLEAGUE’S PATIENT 

Sec. 7—When a physician is requested by a colleague to care 
for a patient during the colleague’s temporary absence, or when, 
because of an emergency, a physician is asked to see a patient 
of a colleague, the physician should treat the patient in the same 
manner and with the same delicacy that he would wish used 
in similar circumstances if the patient were his responsibility. 
The patient should be returned to the care of the attending 
physician as soon as possible. 


SUBSTITUTION IN OBSTETRIC WORK 
Sec. 8—When a physician attends a woman who is in labor 
because the one who was engaged to attend her is absent, the 
physician summoned in the emergency should resign the patient 
to the first engaged, on his arrival. The one in attendance is 
entitled to compensation for the professional services he may 
have rendered. 


ArticteE V.—Disputes BETWEEN PHYSICIANS 


ARBITRATION 
Section 1.—Whenever there arises between physicians a 
grave difference of opinion, or of interest, which cannot be 
promptly adjusted, the dispute should be referred for arbitration, 
preferably to an official body of a component society. 


ARTICLE VI.—COMPENSATION 
LIMITS OF GRATUITOUS SERVICE 
Section 1.—Poverty of a patient, and the obligation of physi- 
cians to attend one another and the dependent members of the 
families of one another, should command the gratuitous services 
of a physician. Institutions and organizations for mutual benefit, 
or for accident, sickness and life insurance, or for analogous 
purposes, should meet such costs as are covered by the contract 
under which the service is rendered. 


CONDITIONS OF MEDICAL PRACTICE 

Sec. 2.—A physician should not dispose of his services under 
conditions that make it impossible to render adequate service 
to his patients, except under circumstances in which the patients 
concerned might be deprived of immediately necessary care. 


CONTRACT PRACTICE 

Sec. 3.—Contract practice as applied to medicine means the 
practice of medicine under an agreement between a physician 
or a group of physicians, as principals or agents, and a corpora- 
tion, organization, political subdivision or individual, whereby 
partial or full medical services are provided for a group or class 
of individuals on the basis of a fee schedule, or for a salary or 
for a fixed rate per capita. 

Contract practice per se is not unethical, Contract practice 
is unethical if it permits of features or conditions that are 
declared unethical in these Principles of Medical Ethics or 
if the contract or any of its provisions causes deterioration of 
the quality of the medical services rendered. 


FREE CHOICE OF PHYSICIAN 


Sec. 4.—Free choice of physician is defined as that degree of 
freedom in choosing a physician which can be exercised under 
usual conditions of employment between patients and physicians. 
The interjection of a third party who has a valid interest, or who 
intervenes between the physician and the patient does not per se 
cause a contract to be unethical. A third party has.a valid 
interest when, by law or volition, the third party assumes legal 
responsibility and provides for the cost of medical care and 
indemnity for occupational disability. 


COMMISSIONS 
Sec. 5.—When a patient is referred by one physician to 
another for consultation or for treatment, whether the physician 
in charge accompanies the patient or not, the giving or receiving 
of a commission by whatever term it may be called or under any 
guise or pretext whatsoever is unethical. 


ORGANIZATION SECTION 


703 


PURVEYAL OF MEDICAL SERVICE 

Sec. 6.—A physician should not dispose of his professional 
attainments or services to any hospital, lay body, organization, 
group or individual, by whatever name called, or however 
organized, under terms or conditions which permit exploitation 
of the services of the physician for the financial profit of the 
agency concerned. Such a procedure is beneath the dignity of 
professional practice and is harmful alike to the profession of 
medicine and the welfare of the people. 


Chapter 1V 
Tue Duties oF PuysiciIANS TO THE PUBLIC 


PHYSICIANS AS CITIZENS 

Section 1.—Physicians, as good citizens, possessed of special 
training, should advise concerning the health of the community 
wherein they dwell. They should bear their part in enforcing 
the laws of the community and in sustaining the institutions 
that advance the interests of humanity. They should cooperate 
especially with the proper authorities in the administration of 
sanitary laws and regulations. 


PUBLIC HEALTH 

Sec. 2.—Physicians, especially those engaged in public health 
work, should enlighten the public concerning quarantine regula- 
tions and measures for the prevention of epidemic and com- 
municable diseases. At all times the physician should notify 
the constituted public health authorities of every case of com- 
municable disease under his care, in accordance with the laws, 
rules and regulations of the health authorities. When an epi- 


demic prevails, a physician must continue his labors without 
regard to the risk to his own health. 


PHARMACISTS 

Sec. 3.—Physicians should recognize and promote the practice 
of pharmacy as a profession and should recognize the coopera- 
tion of the pharmacist in education of the public concerning the 
practice of ethical and scientific medicine. 


Conclusion 
These principles of medical ethics have been and are set down 
primarily for the good of the public and should be observed in 
such a manner as shall merit and receive the endorsement of 
the community. The life of the physician, if he is capable, honest, 
decent, courteous, vigilant and a follower of the Golden Rule, 
will be in itself the best exemplification of ethical principles. 


Respectfully submitted, 


Epwarp R. CuNnniFFe, Chairman. 
Louis A. Bute. 
Wa ter F. DoNALDsSON. 
Homer L. PEARSON JR. 
Joun H. O'SHEA. 
The Speaker resumed the chair. 


Proposed Amendment to Constitution 
Dr. James Stevenson, Oklahoma, presented the following 
proposed amendment to Article 3 of the Constitution, which 
was referred to the Reference Committee on Amendments to 
the Constitution and By-laws: 
Wuereas, The constituent associations forming the American Medical 


Association are proud to be members of the world’s greatest medical 
organization; and 


Wuereas, No constituent association has any formal recognition that 
it is an integral part of the American Medical Association; therefore be it 

Resolved, that Article 3 of the Constitution of the American Medical 
Association be amended to read, “Constituent associations are those medi- 
cal associations of states, territories or insular possessions which are or 
which may hereafter be federated to form the American Medical Asso- 
ciation; sad such constituent associations shall receive a charter from 
the American Medical Association.” 


After announcements by chairmen of reference committees 
of times and places of meetings, by Dr. Ernest B. Howard, 
Assistant Secretary, and by the Speaker, the House of Delegates 
recessed at 4:50 p. m., to meet at 1:15 p. m. Tuesday, June 7. 

(To Be Continued) 
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Hearings On Health Insurance 


Senate Bills 1106, 1456, 1581 and 1679 
A Condensation 


May 23, 1949 


United States Senate, Subcommittee on Health of the 
Committee on Labor and Public Welfare 


SENATOR JAMES E. Murray (chairman of the 
Subcommittee) Presiding 


Present: SENATORS Murray, Pepper AND TAFT 


Also present: SENATOR HILL 


SENATOR Murray: The subcommittee on health is today 
beginning hearings on four bills. Each has to do with some 
or several aspects of a subject which is of utmost importance 
to - country, the health and physical well-being of its 
people. 

Despite our present differences of opinion as to the extent 
and the kind of health problems confronting us, even though 
we may disagree as to the methods of solving these problems, 
on some things we are unanimous. We agree that there is a 
problem and that it is our responsibility to find a solution. 

Our program these first two days calls for explanation of 
S. 1679, the National Health Insurance and Public Health Act, 


sponsored by Senators Thomas of Utah, Wagner, Pepper, 
Chavez, Taylor, McGrath, Humphrey and myself. This will 
be undertaken by Senator Thomas and by Mr. Kingsley, 


Assistant Administrator of the Federal Security Administration. 
Senators Taft and Donnell will then discuss S. 1581, 
National Health Act of 1949, sponsored by Senators Taft, 

Donnell and Smith of New Jersey. 

Following their presentation, Senator Hill and Mr. Bugbee 
will discuss S. 1456, the Voluntary Health Insurance Act, 
sponsored by Senators Hill, O’Conor, Withers, Aiken and 
Morse. Then Senator Lodge will discuss his bill, S. 1106, the 
Medical Aid Act of 1949, 

I should add that neither titles III and V of S. 1679 nor 
Titles IV and V of S. 1581 will be considered by this sub- 
committee. They have been referred to Senator Hill’s sub- 
committee and have been studied in connection with S. 614, 
S. 522 and other bills relating to expansion of hospital facili- 
ties and public health service. 

Senator Murray: Our first witness will be Mr. Donald 
Kingsley, who will present the Federal Security Agency’s posi- 
tion on the bills before us. While we are very glad to have 
Mr. Kingsley appear before us, I should like the record to 
show our extreme regret that the Honorable Oscar R. Ewing, 
Federal Security Administrator, has not yet recovered suf- 
ficiently from a serious illness to be able to appear personally. 


Statement of J. Donald Kingsley, Acting Federal 

ecurity Administrator 

Mr. Kincstey: We have filed reports on four bills, S. 1106, 
S. 1456, S. 1581 and S. 1679. The first is covered in a separate 
_ report, since it has little in common with the others and is 
concerned primarily with the provision of expensive drugs, 
diagnostic services, etc. As for the other three, we have 
combined our detailed observations under topical headings, 
comparing the different proposals as they relate to medical 
care, facilities, services, personnel, research, hospital construc- 
tion, public health services, and maternal and child health. 

We are confronted immediately by three major problems 
whenever we consider how to improve the health of the 
American people. All three are problems in economics, not 
in medicine. First is the problem of man power and facility 
shortages; second, the problem of man power and facility dis- 
tribution, ‘and, underlying all others, the problem of inadequate 
medical purchasing power in the hands of a substantial pro- 
portion of our families. 

These recognizable segments of the total problem are the 
ones for which all interested groups are seeking solutions. 
They are closely interrelated. It is the position of the Admin- 
istration that the ultimate solution of any one of them depends 
on finding answers to all three. That is the firm conviction 
which underlies the comprehensive national health program 
recommended by the President as long ago as November 1945, 
and which underlay Mr. Ewing’s report to the President, “The 
Nation’s Health.” It also is the fundamental assumption, it 
seems to me, on which the program provided in S. 1679 is 
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First is the problem presented by the current aggregate 
shortage of trained health personnel and health facilities: The 
shortages of doctors, dentists and nurses, of clinics and hos- 
pitals. These deficiencies are real, and there is widespread 
agreement that they exist. There is less agreement as to why 
they are so acute and as to the best means of overcoming 
them. There is, of course, no simple, inclusive explanation. 
But a major contributing factor is, unquestionably, a serious 
shortage of medical purchasing power. We do not have more 
hospitals, for example—even with the expenditure of substan- 
tial federal funds to assist in their construction—because the 
people in many shortage areas could not support them if they 
had them. 

Second, there is the problem presented by the inequitable 
distribution of the man power and health facilities we do have. 
This results in wide discrepancies in the availability of medi- 
cal care from one community to another. The twelve states 
with the highest ratio of doctors to population average 1 doc- 
tor to every 667 persons, but the twelve poorest states in this 
respect average only 1 doctor to every 1,223 of their citizens. 
Consequently, if you are taken ill today in one of the twelve 
most favored states, you have about twice as good a chance 
of getting a doctor when you need him as you do in one of 
the twelve least favored states. Contrasts between individual 
states and communities within states are even sharper. More- 
over, the situation is similar in respect to other health person- 
nel, and in the case of the distribution of hospital beds the 
discrepancies are even more marked. 

The existing distribution is generally unfavorable to the 
South and West and to rural areas in comparison with urban. 
But our most serious health problems—the highest death rates 
among mothers and children, for instance, the greatest inci- 
dence of disease, the most pressing need for medical man power 
and facilities of all kinds—these are found in precisely those 
areas that are so strikingly discriminated against. 

The maldistribution of existing personnel and facilities 
aggravates the problem of providing adequate medical care to 
all of our people. A significant fact in connection with this 
pattern of distribution is that, in general, it follows closely the 
pattern of income distribution. By and large, the sections, 
states and localities with the highest ratio of health personnel 
and facilities are those with the highest per capita income. 
Conversely, the most undernourished areas from the standpoint 
of medical care are as a rule those with the lowest level of 
purchasing power. This is not surprising. Hospitals are built 
where they can be supported, and doctors settle where they 
can make a living. This means that the key to a more equi- 
table distribution of health facilities is to be sought in some 
method of increasing the effective health purchasing power in 
the medically undernourished areas—a result which is directly 
accomplished through social insurance. 

Third is the problem presented by the fact that a substantial 
portion of our people cannot afford to purchase medical care 
under a system in which most of the cost falls on the sick. 
Just what proportion of the population belongs in this category 
is, perhaps, a matter for honest difference of opinion. The 
American Medical Association has estimated that no more than 
20 per cent of our people can meet the cost of a serious illness 
without assistance in the form of private or public aid. What- 
ever the number who cannot afford adequate modern care, it 
is substantial—certainly, at the very least, it includes that 
half of our population living in families with incomes of 
$3,000 or less a year. In fact, under the present circumstances, 
only the relatively rich or the charity poor are in a position 
to take full advantage of the wonders of modern medicine. 
The great middle income group is left out in the cold, without 
wealth enough to meet a sudden emergency or to pay for 
modern preventive care, but too well off to qualify and too 
proud to ask for charity. They can only hope and pray that 
their own immediate families will be spared a serious and bank- 
rupting illness. 

It is of the utmost significance, I believe, that a common 
financial problem underlies all these others: the current short- 
age of personnel and facilities; the inequitable distribution of 
those we have, and the inability of large numbers of our 
people to utilize them fully. In undertaking to improve the 
nation’s health, we can be confident, in my judgment, that the 
doctors are doing their part of the job magnificently. The 
problem now is one for the economist and the statesman. 

I should like to turn now to what seems to me to be the 
central issue raised by the three major bills before your com- 
mittee: that is, the various means by which all of them seek 
to make medical care available to those who need it. The 
methods proposed are different and the results would vary 
widely, but the broad objectives are similar. 
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As I read these three principal bills, my most significant 
impression is not that they are so widely different, but that 
they are so much alike. . 

The provisions of all of these bills reflect common recogni- 
tion of the fact that today a substantial proportion of our 
population must depend on public or private charity or go 
without the type of medical care that modern science knows 
how to provide. 

I want to stress the conviction that unless a comprehensive 
system of prepayment such as that provided in S. 1679 is 
established, it will be impossible to meet the nation’s medical 
needs without an ever increasing measure of state medicine. 

The extent to which government already is involved in the 
provision of medical care to individuals is often overlooked in 
our zeal to identify our system for the care of. the sick with 
our business system of private enterprise. 

By its very nature medical care is uneconomic. In modern 
times, it has never rested on the rule of the market place, 
because public interest has required that illness be treated 
somehow, whether the individual could afford it or not. From 
the beginning, the economic basis of medicine has been a 
loosely defined triple standard: first, a rough and ready slid- 
ing scale of prices for the well to do; second, private charity 
in various forms for the “medically indigent,’ meaning those 
who are self supporting except in emergency, and, third, gov- 
ernment medicine and various forms of public charity for the 
poor. It is a makeshift system. 

In spite of these catch as catch can financial arrangements, 
the medical profession has made remarkable progress. This is 
not a tribute to the system of payment, however, but to the 
devotion of the medical profession and to our national readi- 
ness to improvise. 

Without a workable economic base on which the private 
practice of medicine and our voluntary hospital system could 
improve and expand at a pace consistent with the advance of 
medical knowledge and general social standards, we have 
turned over to government a greater and greater share of 
responsibility, until today some 24,000,000 citizens are receiv- 
ing various kinds and degrees of medical care from the federal 
government alone, according to the Hoover Commission. 

The expansion of government’s responsibility for medical 
care has been steady and sure through much of our history, 
but until the comparatively recent past it has been confined for 
the most part to states, counties and municipalities. Since the 
turn of the century, however, the pressure on government at all 
levels to take over a larger and larger share of the load has 
been increasingly strong. The reason for this is clear. 

Medical schools grew, hospitals expanded and their facilities 
multiplied in number and complexity. The result was more 
progress in fifty years than in all the centuries since 
Hippocrates. But as knowledge increased, as new skills were 
developed, the practice of medicine became infinitely more 
effective, and equally more expensive and beyond the ability of 
rich men’s fees and private charity to support. The people and 
the profession itself turned more and more to government. 

Today, government owns and operates three quarters of all 
the hospital beds in the United States. Government employs 
thousands of doctors and pays fees to many more. In addition, 
the taxpayers carry the full load in that vast field of medical 
service known as “public health,” and provide large sums to 
support medical research and education. one 

We have gone so far along this road, impelled by irresistible 
circumstances rather than by design, that the real issue is 
already quite different from what it is usually presented as. 
The real issue is not between voluntary, private health insur- 
ance and a national system based on our social insurance experi- 
ence, but rather between national health insurance and_ state 
medicine. I am convinced that nothing short of the social insur- 
ance method can prevent the further—and eventually the 
complete—substitution of state for private medicine. On the 
other hand, I believe that social insurance can prevent it, 
because it would establish exactly the thing that has always 
been lacking and which has rendered private medicine incapable 
of doing the full job. That is, a sound, firm, reliable economic 
foundation on which private medicine can expand and flourish. 

I am not in any sense opposed to voluntary health insurance. 
I, personally, have been a subscriber for a long while. I simply 
am convinced that voluntary health insurance cannot do the 
job which all of us agree must now be done. The situation 
has changed radically since the American Medical Association 
took its original stand. Voluntary insurance has not exactly 
led to revolution, but neither has it halted the trend toward 
state medicine. On the contrary, no period in history has seen 
such rapid development in that direction. 

Voluntary health insurance costs too much for most people to 
buy, and it cannot pay its own way on lower premiums. We 
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are told that health insurance has made gigantic strides and 
now affords protection to 52,000,000 Americans, or one third 
of the nation. The question arises, “What are they protected 
against?” And the answer is that less than 2% per cent have 
anything even approaching the comprehensive protection that is 
provided for in S. 1679. Other voluntary insurance subscribers 
have protection ranging from next to nothing under policies 
with a great deal of fine print, to limited protection under sev- 
eral different policies for hospital, surgical and medical care. 
The cost is in proportion to protection, and it is not cheap. 

Another question would be, “Who is protected under volun- 
tary insurance?” Most voluntary insurance policies are issued 
by Blue Cross Hospitalization Plans—the American Medical 
Association says 32,000,000 of them—providing limited insur- 
ance for hospital care only. About 60 per cent of these policies 
are held by citizens of six rich industrial states which contain 
about 36 per cent of the total population of the United States. 
Only about 17 per cent of Blue Cross members live in Southern 
and Western states with 43 per cent of the population. Less 
than 3 per cent of the rural population belong. Two thirds 
of our people have*no protection of any kffd under voluntary 
insurance. And this after twenty years of intensive advertising 
and selling. 

The history of health insurance proves that, if one of our 
objectives is the prevention of state medicine, then we ought 
to be extremely wary of proposals that we merely go wading in 
health insurance now. With all respect, for I know the spon- 
sors have worked devotedly to solve a complex problem, this 
is our chief objection to S. 1456 and S. 1581, that they invite 
us to go wading in a stream where one must swim or sink. 
S. 1679, on the other hand, not only invites us to swim, but 
provides a set of water wings as well. 

S. 1456 and S. 1581 do not place very much faith in volun- 
tary insurance. Instead, it appears that both of them, while 
one requires and the other permits the use of the voluntary 
plans’ administrative machinery, rely in effect if not in purpose 
on public charity—a medical dole. Moreover, both are so 
limited in scope that whatever beneficial effect they might have 
would serve merely to intensify the dissatisfaction of those who 
would be excluded from their benefits. S. 1456 is the more 
specific of the two. It bears the title “Voluntary Health 
Insurance Act.” 

Leaving out all of the provisions for state plans, etc., it pro- 
vides for the appropriation of an unspecified amount of money, 
to be matched by the states. The state, either before or after 
a person becomes ill, is to give the individual a card which 
will entitle him to get medical and hospital care—apparently 
about the same extent of service he would get if he belonezed 
to the combined Blue Cross—Blue Shieid plans today. This 
would be far less protection than he would get under S. 1679. 

Is this insurance at all, voluntary or otherwise? If the 
recipient were to get his card even a few days in advance of 
illness, presumably he could, if he chose, look on it as insur- 
ance without premiums. But as far as the state is concerned, 
it would merely be a requisition on the insurance plan for the 
purchase, through it, of whatever medical and hospital care 
the holder might need, within the limitations. The bill pro- 
vides that payment by the state to the insurance plan must 
cover the full cost of whatever care the plan purchases for 
the holder of the card, plus the plan’s administrative expenses. 
If this interpretation is correct, then the taxpayer, at least, 
must look on it, not as insurance in any sense, but as direct 
relief to the recipient. On that basis, it might be open to 
question whether the insurance plan contributes anvthing 
essential, or whether the state itself might not handle the 
administration more economically without the middleman. 

This might be even more pertinent if the bill would make 
possible the payment of these public funds for the purchase of 
medical care through commercial, profit-making insurance 
companies as well as the voluntary nonprofit plans. This 
question arises particularly in connection with the Blue Shield 
plans. In some states the only service they provide is to 
endorse and recommend commercial insurance policies. Could 
public money, under S. 1456, be paid to these Blue Shield 
plans, to be paid by them in turn to commercial insurance 
companies, to be used by them in turn for the purchase of 
medical and hospital care for the holder of the card? I feel 
sure that this is not intended, but I cannot tell by reading the 
bill whether the answer is “yes” or “no.” If the answer were 
“ves,” then it would be pertinent to point out that in some 
cases as much as 70 per cent of the subscriber’s payments to 
commercial plans go for overhead expense. 

The next question is, how many will get such cards? The only 
ones we can be sure of are those “on relief” and those receiv- 
ing unemployment compensation. These can be certified with 
no further investigation as being unable to pay all or part of 
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the cost of premiums. The rest is uncertain. It may be that 
some simple method of certification is contemplated but not 
written into the bill, even though this presumably would open 
the door to a great deal of waste and inequity. However, if 
the state is to follow the procedures worked out over the years 
for such purposes, then certification of those not already on 
the rolls as indigent will be unavoidably costly and time con- 
suming. 

Senator Tart: What does your plan do for people who 
have no money? How do you take care of them? 

Mr. Kincstey: As I would read S. 1679 provision is made 
for direct service by the state to people who are on the rolls. 
Anybody who is not on the roll is not covered. And this ques- 
tion does not arise under S. 1679 as I would read it. 

Senator Tart: They do not cover people who are not 
enrolled at all, do not take care of the indigent and the poor 
at all, you mean? 

Mr. KinGs_tey: The people on the indigent and relief rolls, 
and therefore already identified by the state, would be taken 
care of, as I would read S. 1679. But the problem that arises 
here is one of interpretation. It may be that under these bills 
only the people on the relief rolls already are to be taken 
care of. 

Senator Tart: They have to pay hospitals or doctors or 
somebody to take care of them just as Mr. Hill’s bill provides 
for taking care of them by private insurance funds if necessary. 

Mr. Kincstey: The question that I am raising here is one 
of administrative difficulty. It would seem from reading these 
bills, particularly Mr. Hill’s bill, there are two possible inter- 
pretations. One is that it is restricted to people already on 
the relief rolls, already identifiable in the state, and in that 
event it seems that taking care of them can be best done by 
an amendment to the Public Assistance Title of the Social 
Security Act, which has already been recommended by the 
Administration and has been considcred by the House Ways 
and Means Committee, and ultimately will be considered by the 
Senate Finance Committee. 

SENATOR Tart: In one way or another you give free medi- 
- care to the people who cannot pay for it under any of the 

ills? 

Mr. KinGstey: Yes, sir. 


Senator Tarr: And whether you give it by insurance fund 
or a private hospital or a city hospital, I do not quite see the 
difference in administration. The principle is the same. 

Mr. Krtncstey: I agree there is no difference in principle. 
The point I am attempting to develop is that if Senator Hill's 
bill is restricted to people on the relief rolls already, then our 
position would be that that could be most easily handled with- 
out the intervention of voluntary insurance systems or any- 
thing else except an amendment to the Social Security Act. 

Senator Tarr: You cannot give them medical care by an 
amendment. Somebody has to give it to them, hospitals or 
doctors or somebody. Whether it is by private insurance fund, 
or private hospital, or public hospital. I do not quite see the 
point. They would have to take care of the poor and the 
indigent and the people who do not pay a tax under the insur- 
ance fund. 

Mr. KinGstey: Except, as I am sure you know, most of 
the existing voluntary plans do not provide anything in the 
way of service. They just collect money. They are just finan- 
cial channels. 

Senator Tart: That is right, and that is what you are 
proposing the Government be. 

Mr. KinGs_ey: The next line is on the assumption that 
perhaps the people who are eligible under this bill are not 
those merely restricted to relief rolls. Beyond this, what is to 
be the basis for the distribution of “insurance” cards to those 
not already certified as indigent? Presumably, everyone else 
is self supporting or has been too proud to ask for charity. 
Is the state to seek them out and urge them to get on the rolls, 
to sign up as partial charity cases and accept “voluntary insur- 
ance” cards? What would be the advantage to the individual ? 
He has exactly the same assurance of aid if he waits until he 
gets sick, and meanwhile he can at least nurse the hope that 
he will be a lucky one and will not have to admit his 
dependence. 

Why should the state go out of its way to sign up recipients 
in advance, since the requirement in any case is to pay the 
full cost of medical and hospital services provided, plus the 
insurance plan’s administrative expense? Since the state is 
to give this guarantee, is the same guarantee to apply in 
reverse? If not, the advantage would seem to be one-sided. 
In that case, I ask this question: What rates are going to be 
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by the insurance experts as “bad risks,” and therefore charge- 
able at a much higher rate than is carried by most of the 
policies now in effect. This is one additional reason why t 
voluntary plans have never reached down below the upper third 
of the population. 

It seems to me that either S. 1456 or S. 1581, if ma 
would confront the nation with a dilemma. They could be 
interpreted in either of two ways: to make medical care on a 
limited basis available only to those already ‘ ‘on relief,” or to 
lift the ceiling on pauperism and include the ‘ ‘medically indi- 
gent” as well. 

If the first interpretation is intended, then these bills would 
not do more than the Administration has proposed we should 
do for the indigent, in its recomendations for the expansion of 
medical care under the Public Assistance Title of the Social 
Security Act. 

If, on the other hand, the ceiling is to be raised to include 
the “medically indigent” in a program of public charity, then 
we face a number of serious questions: 

1. Is it good public policy to encourage normally self-sup- 
porting citizens to seek charity? 

2. Would it be possible, without such encouragement and 
without in some way removing the onus which attaches to the 
“means test,” to bring into such a scheme any significant num- 
ber of persons who are now too proud and self reliant to ask 
for charity? 

3. If such a scheme were successful in providing coverage 
on an adequate basis for all those who need it, would not the 
cost be even greater than the cost of national health insurance 
as provided in S. 9? 

Senator Tart: This provision in your bill, on page 111, 
section 705, provides that the state may contract with the fed- 
eral government to give these services, just as Mr. Hill’s bill 
provides they may contract with private insurance funds. 

Mr. Kinostey: As this bill is written, Senator, in effect 
you have a contractual arrangement between the federal gov- 
ernment and the state for all provisions. 

SENATOR Tart: It provides for the state care of the indi- 
gent, and a contract with the federal government, and to pay 
the premium to them. I do not see how that is a different 
principle from Mr. Hill’s bill, which provides an insurance 
fund—the state goes to them and lets them provide the care 
to the indigent. I do not see the difference in the principle 
you are trying to make in this whole discussion when it comes 
to dealing with the strictly indigent. I am not speaking about 
the intermediate group. 

Mr. Krncstey: In respect to that, Senator Taft, this is not 
in every aspect, every detail, our bill. This is a bill which 
was prepared by the sponsors to meet the broad provisions of 
the President’s program. 

SENATOR Tart: You are speaking of S. 1679 now? 

Mr. Yes, S. 1679. 

Senator Tart: Will you tell us then, how you would 
change it? 

Mr. Kincstey: It would be our position that if the Admin- 
istration’ s recommended amendment to the Social Security Act 
is adopted by the Congress, which, in effect, provides for pay- 
ments by the federal government to the states on behalf of 
medical expenditures for the indigent in the state, then there 
would be no need for this particular section in S. 1679, and that 
that would be, from our point of view, a more direct method 
of approaching this. S. 1679, on the other hand, offers a real 
solution to the major problems I outlined at the opening of 
this discussion. 

As I suggested, however, the finest medical service 
is of little value, no matter where or in what amount, unless 
it can be maintained economically. Title VII of S. 1679 deals 
with this problem in the only effective way I know, by apply- 
ing the method of social insurance which we have tried and 
tested for more than a dozen years. 

Senator Tart: In which field do you mean, old age pension? 

Mr. Kincstey: Yes, sir. 


Senator Tart: It has not been notorious! successful, 
I would think, when you now need a complete ge in the 


whole system. 

Mr. Kincstey: I would say it has not kept pace; the sys- 
tem has not kept pace with the changes in the price level and 
the coverage has not been extended to the extent we would 
have hoped and that S. 1679 provides. 

Senator Tart: Not only that, but it provides less income 
than noncontributors get in many states already. 

Mr. Kinestey: That is right. 
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Senator Tart: That is not a very good thing on which to 
base an argument that the principle should be extended. 

Mr. Krncstety: That would seem to me to be because the 
Congress by and large had chosen to raise public assistance 
benefits rather than to raise the insurance benefits. But in 
terms of the system I think there is no reason at all why the 
insurance system benefits could not have been raised to keep 
pace with changes in the price level, and the Administration 
has recommended that. 

SENATOR Tart: It was purportedly a system of insurance, 
and it is supposed to pay for itself, and as a system of insurance 
it has not and will not. Therefore, I do not see that it is any 
argument for insurance. The reason it has not been changed is 
that it was supposed to have been an insurance operation, 
whereas direct aid varies according to need. Now you propose 
to throw away the actuarial system and change the whole thing. 

Mr. Krncstey: I do not see it that way, because our pro- 
posals are also for raising the base, from $3,600 to $4,800, so 
at the same time the benefits are raised there is an increase 
in return in premium and return to the system, again based 
on changes in wage and price levels. So I think the principle 
is maintained in the Administration’s proposals. 

Senator Tart: You said “by applying the method of social 
insurance which we have tried and tested for more than a 
dozen years.” It did not seem to me that, as an example to 
be followed, that is particularly justified by our experiences. 

Mr. Krncstey: We have a difference of opinion on that 
point. By this method, it would establish a firm, dependable 
economic foundation under the whole structure of private med- 
ical practice. It would result in the establishment and the 
effective maintenance of doctors, hospitals and all other health 
personnel and facilities wherever they were justified by the 
number, not the wealth, of prospective patients. For the first 
time, it would make it economically worth while for doctors 
to use their talents where they are most urgently needed. 
No longer would the doctor be forced to hold a stethoscope on 
the patient’s heart and pocketbook at the same time, and 
adjust his fees accordingly. No longer would he feel compelled 
to reserve the prescription of expensive treatments and drugs, 
regardless of their effectiveness, to those whose health permits 
their use. Instead, he would be completely free, for the first 
time, to consider each patient solely on the basis of professional 
judgment and not with the appraisal of a bill collector. 

s for the patient, no longer would he be compelled to 
consider the cost of illness first and its consequences later. 
He would not feel hesitant, for fear of the cost, about going 
to the doctor at the first sign of illness, and thereby reaping 
the benefits of modern preventive medicine. 

It is hardly necessary to picture for you the endless chain of 
beneficial results which would flow automatically from the 
mere fact that, on the enactment of this bill, almost all of 
the people in the United States would have the purchasing 
power with which to buy all the medical care they ne 

There are those who fear this program, who contend that 
it would “regiment” the doctor, interfere with the freedom 
of the patient, destroy the standards of medical care and 
lead to socialism. 

These are fearfyl phantoms, and not one of them could 
possibly materialize under the terms of this bill. Its admin- 
istrative provisions guarantee the widest decentralization of 
authority, with full representation of both doctors and laymen. 
They assure that the most important decisions affecting doctors 
and patients will be determined by their own local representa- 
tives, in their own communities. And to make the assurance 
doubly binding, the bill specifically spells out and guarantees 
all the freedoms which we are told it would take away. 

It seems plain to me that only by this method of social 
insurance can we effectively shore up our voluntary hospitals 
and our system of private medical practice, and forestall the 
need for a further extension of state medicine. We are moving 
fast in that direction, and I sincerely hope that the President's 
program will not be delayed too long. 

Senator Tart: Mr. Kingsley, I have not interrupted you, 
but I do not want my silence to indicate my agreement even 
with some of your conclusions about our bills, or with some 
of the general statements. 

You say, “It appears to be agreed, for instance, that our 
present system of payment for medical care is totally inade- 
quate.” I do not agree to that at all. But there is no use in 
getting into an argument on the generai principles of the two 
bills. I simply want to say that I disagree with the conclusions 
you make in respect to a dozen different things in the statement. 

I would like to find out exactly what S. 1679 does, if that is 
in order at this time, Mr. Chairman. 
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SENATOR Murray: 
that line. 


SENATOR Tart: First is Title I, Education of Health Per- 
sonnel. What has the Federal Security Administration done 
about consulting with the various medical schools, and what 
recommendations have they from the medical schools or public 
health schools? And exactly what is the provision that you 
are contemplating in this bill? I notice it covers nearly 70 
pages. 

Mr. Kincstey: Last year Senator Thomas put in a bill on 
this subject which differs from the provisions in Title I of 
S. 1679. This current bill differs from that because of the 
number of consultations we have had with representatives of 
medical schools and with university presidents. In fact, the 
university presidents and the deans of medical schools have 
taken somewhat different positions as to the best approach to 
the problem. 

SENATOR Tart: Yes. I have talked to many of them, and 
I found many differences of opinion, That is the reason I 
want to raise this question. You notice in our bill, while we 
did provide some temporary things for doctors only, we pro- 
vided for setting up a commission to try to study the problem. 
I wondered what you had already done in that respect. 

Mr. KinGstey: The medical deans set up a committee, or, 

perhaps, we set it up in consultation with some of their leaders. 
About thirty medical deans met with us on several occasions 
and canvassed this situation. And we have also met on 
two or three occasions with representatives of the university 
presidents. 
- The major request, I would say, from both the presidents and 
the deans was for federal assistance in maintenance and opera- 
tion and federal assistance for construction. There was not 
great enthusiasm on the part of either group for an incentive 
system which would require them to expand their enrolment, 
although that is what we are primarily interested in. The 
presidents, I think, are more inclined toward that. In fact, 
President Conant recommended to us a differential. You have 
the same idea in your bill, $500 for existing enrolment, and 
$750— 


I see no objection to proceeding along 


Senator Tart: Yes. Do you think you can get much 
increased enrolment by that? The limit seems to be on facili- 
ties and teachers rather than on the willingness to take people. 

Mr. KinGstey: It is a complex situation, and the bottleneck 
in any given school may not be the one that exists in other 
schools. In some places it is hospital beds, and in some places 
they need a teaching hospital. In some places it is the labora- 
tory facilities, and in some instances it is a matter of the uni- 
versity budget. So the situation needs a sort of multilateral 
kind of approach, which is provided in this particular title. 
There are, as you know, provisions here for grants for mainte- 
nance and operation. 

SENATOR Tart: First you have grants direct to the school 
of so much per student, $300 per student, and $1,700 for every 
student over the average in recent years, whatever the formula 
may be. 

Mr. Kincstey: Yes. That $1,700 figure was arrived at by 
taking the average cost of medical education and the average 
tuition paid and subtracting the tuition from the cost. It cost 
the average university about $1,750 to educate each medical 
student. 

SENATOR Tart: Is there any provision for grants to medical 
schools to increase facilities, buildings, equipment, and so forth? 

Mr. KINGSLEY: Yes, thefe are provisions as far as construc- 
tion is concerned for both loans and grants, and for both con- 
struction and equipment, in Section 373. There is a provision 
for an unspecified amount. It is a matter of appropriation 
authorization in general terms for these purposes. 

Senator Tart: Who distributes that? That always worries 
me when you get a federal thing like that; every state wants 
a new medical school whether they are able to handle it or not. 

Mr. Kinostey: It would be distributed directly to the 
schools by the Surgeon General. And there is only a broad 
general guide as to how he would distribute it. 

SENATOR Tart: It is in his discretion entirely? 

Mr. Kincstey: At his discretion except that grants are to 
be made in the order of significance of their effect in alleviat- 
ing shortages 

Senator Tarr: And he determines that? 

Mr. KincsLey: Yes, sir, it is very broad—up to 50 per cent 
of cost of the project. 

Senator Tart: Can he set up new medical schools under 
that authority ? 
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Mr. Kinestey: Yes, it would be both. 

SENATOR Tart: It seems that I remember Dr. Parran’s policy 
in the expansion of medical schools related to the gradual addi- 
tion of a certain number of medical schools to the total rather 
than the expansion of existing schools. Am I correct in that? 


Mr. Krnestey: I think that is right. I think originally the 
position was support for creation of new schools. 

SENATOR Tart: My recollection was that he figured it would 
take ten years to get to the point that he thought you ought to 
reach. 

Mr. Krnostey: I think that is about what our estimates are 
today. 

SENATOR Tart: Have you any estimate on the cost of these 
two items, $300 and $1,700? 

Mr. Krincstey: The Public Health Service at the moment 
is making a survey on need for construction among medical 
schools. Whether they have advanced far enough to give a 
figure, I do not know. 


SENATOR Tart: Was there also included here a provision 
for scholarships direct to students ? 

Mr. KincsLey: Yes, sir, there is a provision for scholar- 
ships and for the payment of maintenance costs to medical 
students; maintenance allowances to medical students varied 
in terms of dependents in addition to a tuition payment for 
fees and books. That is in Section 377 and Section 378. 

SENATOR TAFT: Is there any particular immediate need for 
that? There may be in time to come, but is there any immedi- 
ate need for that in view of the tremendous number, four or 
five times as many, people applying for medical schools than 
they can take in? 

Mr. Kincstey: I would say in viewing the problem merely 
from the standpoint of expanding the number of trained per- 
sonnel, that at the moment there is not a need for it. On the 
other hand, in terms of providing, of getting the best trained 
personnel, there is need for it. But it is a different kind of 
emergency, a different kind of a problem rather than a shortage 
problem. 

Senator Tart: I notice the Gallop poll showing 28 per 
cent of all families wanted their sons to be doctors compared 
to 14 for engineers, and then about 9 or 10 for lawyers and 
business executives. 

Mr. Krincstey: The situation in that respect, I think is dif- 
ferent, perhaps, in connection with dentists, where a large pro- 
portion of the dental students at present are under the G.I. bill, 
and where they have some concern as to whether they will keep 
up their enrolments as the G.I. benefits fall off, and the situa- 
tion with respect to nurses where there is a real need to 
increase the allowances apparently for student nurses in order 
to recruit people into that. 

SENATOR TAFT: To get enough? 


Mr. Kinestey: Yes. It is quite different from the doctor 
situation. 


SENATOR Tart: What is this long section on practical nurse 
training ? 

Mr. Kincstey: That provides for training in the states 
through the vocational education agency, and at the federal 
level through the Office of Education, of practical nurses who 
are not fully qualified nurses. They are at a lower level of 
occupation, as you know, in terms of specialization than a fully 
qualified registered nurse. But they will help to fill the gap 
between supply and demand for nurses at the present time or 
for the foreseeable future. 

SENATOR Tart: It is a shorter course? 

Mr. Kincstey: A much shorter course. There are programs, 
as I understand, in a number of states at the present time. 

Senator Tart: Isn't there $15,000,000 a year? 

Mr. Kincstey: I believe there is a specific authorization. 

SENATOR TAFT: Page 36, $15,000,000 a year. 


Mr. Krncstey: In general, my feeling is that one of the 
problems in terms of shortages that we face is a tendency 
toward overspecialization, toward more training than is needed 
for a particular kind of job. If we can get what we used to 
call during the war a job dilution approach, less highly trained 
persons could do a number of these things, and that would 
help greatly to solve the whole problem and to reduce the cost 
of medical care. 

SENATOR TAFT: Title II deals with medical research. This 
whole field of medical research is being dealt with in detail 
and in general, and the basic research, we were told, is supposed 
to be in the National Scientific Foundation’s work. Do you 
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need any additional treatment here, or what is the purpose of 
putting it in this bill? , 

Mr. Kincstey: There are two important points in this par- 
ticular title. The tendency of the Congress has been to set up 
a whole series of categories of research institutes under the 
national institutes of health. And in each session of Congress 
there is a tendency to set up new ones, and it is difficult to 
develop a coordinated, balanced research program under that 
kind of an approach, because obviously the number of categories 
could be multiplied almost indefinitely. 

Now this provision, among other things, authorizes the Sur- 
geon General, with the approval of the Administrator, in part 
(d) on page 32, Section 202, to create additional institutes, and 
it also permits him, I believe, to abolish institutes when enough 
emphasis has been given to that particular point. 

SENATOR TAFT: Does it include the right to grant money to 
private institutions, I mean nonprofit institutions? 

Mr. Kincstey: Yes, this would not change the existing 
authority in that respect under the national institutes of health, 
and those grants are for the most part direct to institutions or 
individuals. 

Senator Tart: The effect of this title would be to transfer 
the whole control, so to speak, of this kind of thing to the 
Appropriations Committee. 

Mr. Kinestey: It might have that effect. 

SENATOR Tart: They would probably insist on detailed pro- 
grams there before they granted any money, I assume. 

Mr. Kincs_tey: We would hope that they would not, but in 
terms of the history of the thing so far, I think that would 
be a good guess. 

Senator Tart: You mean you would like them to give you 
a lump sum. 

Mr. KincscLey: Well, in terms of the development of research 
programs involving scientific judgment, it seems preferable to 
have a good deal of leeway in the Surgeon General and the 
directors of the National Institute of Health as to just what 
diseases are going to be given emphasis at a given time, but 
I think the point is probably well taken that the tendency of 
the Appropriations Committee would be clearly to write in 
specific restrictions. 

Senator Tart: What is the connection of the National 
Research Foundation setup, the bill the Senate passed, and now 
in the House, between them and the Surgeon General’s activi- 
ties? Would they be coordinated? 

Mr. Kincstey: That has given me a good deal of concern, 
not only in terms of relations with the Surgeon General, but 
more broadly than that because I was the executive secretary 
of the present Scientific Research Board a few years back, and 
we surveyed the whole federal research effort, and it seems to 
me although there is no assurance in terms of the way the bill 
is now drafted that the National Science Foundation should be 
a capstone to this whole business, and should fill in gaps and 
attempt to coordinate and do a balancing kind of job in the 
fields of basic research. It cannot go into applied research, and 
a good deal of research of the National Institute of Healih is 
what I would call applied research. 

SENATOR Tart: The attempt to find the cause of cancer is 
all basic research? 

Mr. Kincstey: There is no question about that, but when 
you get into the basic part of the research it does not make 
much difference whether you are working on cancer or some- 
thing else. Because it is basic it is the kind of thing that 
cuts across the board and involves a lot of things about cell 
growth or disease. 

Senator Tart: Is this Title II in a separate bill, also, 
Senator Murray? Did you not have hearings on a bill on 
some of these special diseases? 

SENATOR Murray: We have a number of separate bills here 
on cerebral palsy, multiple sclerosis, rheumatism and epilepsy. 
They are separate bills and we held hearings on them. 

SENATOR Pepper: Leprosy, also. 


SENATOR Tart: Did you also consider a possibility of report- 
ing out something like Title II separately, perhaps, in lieu of 
a lot of new institutes? 

SENATOR Murray: Yes, to have them all in one group, and 
I think that those who are advocating the bills would get 
together and agree on some such program as that. It would 
make it less expensive to operate than if you had a separate 
institution for each one because the specialists or experts on 
one disease would be available for work in the other diseases. 
They are all men trained along the lines that would make them 
available for almost any kind of a study, any kind of research. 


= 
| 


VoL_uME 140 
NUMBER 


Senator Pepper: Mr. Kingsley, at present neither the Sur- 
geon General nor the Federal Security Administrator has the 
authority to set up a new institute as such. 

Mr. Kincstey: That is correct. 


SENATOR Pepper: They do have authority to carry on gen- 
eral research. 


Mr. Kincstey: That is right. 


SENATOR Pepper: But heretofore we have been proceeding 
on the assumption that it required statutory authority to set 
up an institute. We are just coming to an awareness of 
many other things that need to be the subject of special study 
in addition to the few that already are embodied in the insti- 
tutes that exist, and I think the idea was to authorize an 
administrative setup of various institutes when funds were 
available, and they felt ready to move into that field without, 
perhaps, Congress having to pass a separate bill on each subject 
from time to time. Was that not what was basically behind 
this? 

Mr. Krnestey: That is what I would understand, plus the 
fact that there would be greater administrative flexibility in 
terms of how the research program was laid out. 

SENATOR Pepper: That is true. At the present time will 
you enumerate the institutes we now have. 

Mr. Kincstey: We have the National Cancer Institute, 
Heart Institute, Mental Health Institute and Dental Institute. 

Senator Tart: Is there some special provision here about 
the payment of salaries to thirty specially qualified workers? 

Mr. Kincstey: In the research title? I do not recall any 
such provision. 

SENATOR TAFT: Page 47. 


Mr. Kincstey: Oh, I am sorry. I do recall that now. It is 
similar to legislation which has already been adopted for the 
National Defense Establishment, and which permits them to 
select a specified number of highly qualified persons and pay 
them above the civil service ceiling. This would do the same 
thing for the National Institutes of Health. 

SENATOR TAFT: That is to pay not less than $10,000 or more 
than $15,000 per annum? 

Mr. Kincstey: Yes, for no more than thirty positions. 

Senator Tart: Those people would be supposedly techni- 
cally trained scientists. 

Mr. KincsLey: They would be outstanding scientists. 

Senator Tart: That is not for administrative purposes? 

Mr. Krincstey: No, sir. 


_ Senator Tart: Title III is the hospital survey and construc- 
tion amendments. Is that more or less the same as the bill 
that Senator Hill’s committee has considered? 

Mr. Krnostey: I believe this identical. In general what it 
does is to double the amount per year, raise the amount from 
$75,000 to $150,000 of federal money per year and to extend 
the program beyond the five year limitation. 

SENATOR Tarr: We have already recommended that bill, 
have we not, Senator Hill ? 

SENATOR HiLL: No, we have not. We have conciuded the 
hearings on it, but we have not been in executive session on 
it yet. 

Senator Tart: It will probably be dealt with separately 
then, at least, by reporting out a separate bill on the subject. 

SENATOR Hitt: That is right. 


SENATOR PEPPER: Will you allow me to interrupt right there? 
Title III, I believe, however, does embody the Holland-Pepper 
amendment that we offered to the Hill bill in making it retro- 
active, that is a formula that is presently embodied in the Hill 
bill retreactive to the beginning of the program. 


SENATOR Hitt: That is right, and the Pepper-Holland 
amendment is before our subcommittee in connection with the 
bills that we have there. 


SENATOR Tarr: Title IV, Special Aid for Rural and Other 
Shortage Areas. Will you explain what the proposal is to 
meet that? 

Mr. Kincstey: Well, this title is devised to overcome as 
rapidly as possible the more striking discrepancies in the 
availability of facilities and personnel as between different sec- 
tions of the country, particularly rural areas as compared to 
urban, and it has a number of separate provisions under Sec- 
tion 402. It provides for federal grants, which might be used 
to guarantee minimum incomes or to guarantee operating 
expenses to people who will go to the shortage areas, for grants 
to cover their transportation and that of their families and of 
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household goods, and for grants to subsidize the beginnings of 
group practice operations. ; 

It also provides for loans for the cost of facilities, and it 
provides for grants and loans for the construction and equipment 
of health centers and clinics and s9 on. 

SENATOR Tart: Why is that not covered by the hospital bill 
as far as health clinics are concerned? 

Mr. Kincstey: We have raised a point in that respect in our 
report on this bill. There is a problem in respect to gearing 
this into the hospital construction program. There is a pro- 
vision in here that that shall be done. I cannot put my finger 
on it right at this moment. Oh, yes, Section 403. : 

Presumably this activity which would be a special activity 
engaged in by the National Health Insurance Board is a part 
of the make ready effort to get ready for full service under 
health insurance, would be engaged in full light of the State 
plans under the Hospital Construction Act, but there is a prob- 
lem there. There is no question about it. 

Senator Tart: We have in our bill, we do have the general 
question, I know, of doctors not going naturally to areas where 
they cannot earn a living. We have simply provided that in a 
general state plan the state may use federal money to provide 
inducements to physicians and dentists to practice in areas 
which would be unable to attract physicians or dentists, leaving 
it to the states to determine the exact method in which that 
money might be used in the plans that they submit to the 
Surgeon General. 

It seems to me this is a rather elaborate plan for grants and 
loans to all sorts of different persons. They are rather confused 
with the hospital plan. 

Mr. KINGsLey: With respect to your first point, Senator 
Taft, that this bill also provides in Title VII in having pro- 
visions for state plans, for the state to submit plans to do 
exactly the same thing, once they get in operation, so I would 
read this as being a title which would be mainly applicable ‘n 
the period before the health insurance system is in full opera- 
tion, although it could be used at any time to help equalize 
differences from one section to another. 

SENATOR TAFT: This assistance to farmers’ experimental 
health cooperatives, where does that come from? Is that your 
development or did farm organizations suggest it? 

Mr. Kincstey: I believe that was worked out by the spon- 
sors. I am not certain with whom they worked. The criteria 
for selecting particular cooperatives to assist are sufficiently 
broad so.that we think there might be some administrative 
problem involved in it. 

SENATOR Tart: It runs up about $15,000,000 a year? 

Mr. Kincstey: Ten million dollars the first year and 
$15,000,000 thereafter. 

Senator Tart: Title V, Grants to States for State and 
Local Health Work, that is the local public health units secttfon, 
is it: 

Mr. KincGstey: Yes, and I think that is identical with the 
bill that is before— 

Senator Tart: We are now considering it in a separate bill. 

SENATOR MurRRAY: That is before the Hill committee. And 
also Title III. 

Senator Hitt: We have concluded hearings on that bill, 
too, and hope to go into executive session on it this week. 

SENATOR Tart: Title VI, Research in Child Life and Grants 
for Maternal and Child Health and Crippled Children’s Ser- 
vices. Part (b) grants to states, is just an extension of the 
existing rule on maternal and child health program? 

Mr. Kincstey: Yes, and the research title is substantially 
identical except for the amount involved, with a bill introduced 
by Senator Douglas which I think is before this committee. His 
bill, as I recall, provides for $7,500,000 for research grants, and 
this particular title provides for $10,000,000. 

SENATOR TAFT: Has it anything to do with health? 

Mr. Kincstey: Well, the general approach here has some- 
thing to do with health ultimately, but there would be no 
research projects specifically in, let us say, infantile paralysis 
or a particular disease. 

SENATOR Tart: It sounds more like psychology than health. 

Mr. KINGsLey: Well, it would provide for broad integrated 
programs, study in terms of the effect of environment on the 
child, and so on, involving almost all the social sciences rather 
than exclusively the biologic sciences. 

Senator TAFT: It rather seems to me to be the subject of 
a separate bill. Title VII is the Prepaid Personal Health and 
Insurance Benefits. 
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Mr. Krncstey: Yes, sir. 

Senator Tart: Was this prepared in contrast to some of 
the other parts of the bill, by the Federal Security Administra- 
tion in cooperation with the sponsors? 

Mr. Kincstey: Well, yes and no. It does not depart very 
far, with some modifications, but basically it resembles earlier 
bills which were prepared by, I believe, the counsel's office in 
the Federal Research Agency. In this particular instance, how- 
ever, this is not specifically a_ bill which was prepared by us. 
In a few instances it perhaps departs in some small detail from 
what we would have suggested. It was prepared by the spon- 
sors. We provided some assistance in drafting. We loaned one 
of our lawyers— 

SENATOR Tart: Well, do you approve of all of it? You say 
there are some things you might question? In what respect 
does it differ from the ideas of the Federal Security Admin- 
istration ? 

Mr. Kinostey: There are some things that need to be 
spelled out in more detail. There is a problem as to what is 
a specialist, for example, under Section 711. By and large, 
subject to some small details which again we have spelled out 
in our report on the bill, it does correspond with our views. 

SENATOR Tart: This insurance is paid— 


Mr. Kincstry: One other point, if 1 might interrupt. A 
major point seems to be that the methods of allocating funds 
under this title as written to the states, the methods of allocat- 
ing funds are a little unprecise. Now whether they can be 
made more precise, I do not know. We would prefer, if a 
formula could be devised, an objective formula, to have such 
a formula. Some of our people have been working on that, 
but as it is written now it would be the guide to the Adminis- 
trator or to the National Health Insurance Board in allocating 
funds as to just what basis you ought to move under, and the 
more precise you can make it, the less trouble you can get into. 

SENATOR Tart: How can you vary between the states? You 
have to provide the money that is called for by the operations 
system. There is no dividing of any money between the states, 
is there? 

Mr. Kinastey: Yes. Under this you would— 


Senator Tart: You insure people and give them a certain 
health service. Then you have got to give them that service 
no matter what state they are in. 

Mr. Krncstey: As this bill is written the maximum amounts 
which could be provided under the specific language of this 
bill would be a 3 per cent pay roll tax provided by workers 
and employees, half by each, plus the equivalent of 1 per cent 
of pay roll provided out of general revenue, or a total of 4 per 
cent which, on the basis of the present tax base, would be a 
total of about $5,600,000,000, and that would have to be divided 
up in some way. 

SENATOR Tart: That is not in this bill, is it? 


_ Mr. Kingstey: I believe it is. I will have to look in the 
index. It is fiscal provisions, page 147. Now under (b) it 
reads : 

There shall be appropriated to the account for the fiscal year ending 
June 30, 1952, and for each fiscal year thereafter— 


(1) Sums equal to 3 per centum cf all wages estimated to be received 
during such fiscal year; 


(2) Sums equal to the estimated cost of furnishing dental services and 


home-nursing services as personal health-service benefits during such fis- 
cal year; 


(3) Any further sums required to meet expenditures to carry out this 
title. 
I take (d) to be a general limitation on those provisions. 


Senator Tart: You cannot find any place where there is 
any tax levied. 


Mr. Kincstey: No. 

Senator Tart: Is that what is contemplated, do you know, 
a 3 per cent pay roll tax? 

Mr. Yes, sir. 

Senator Tart: There is nothing in here about dividing it 
between the employer and employee. 

Mr. Kincsitey: I think that is correct. 

Senator Tarr: That was left out so the bill would not go 
to the Finance Committee, was it not? 

Mr. Kinstey: That may have had something to do with it. 

Senator Tart: But to get this picture complete, there 
should be added to this bill, or the bill will be followed by a 


tax bill which levies 14% per cent on the worker and 1% per 
cent on each employer. Is that correct? 


Mr. KINGsLEY: Yes, sir. 
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SENATOR TAFT: 
Mr. KINGSLEY: 


What about the self employed? 

Self employed would pay 2% per cent. 
SENATOR TAFT: Why do they pay 2% per cent against 3? 
Mr. Kincstey: Well, it is an arbitrary decision. It is their 

full part plus half of the employers, or the full part of the 

employer plus half of the worker’s part. 

Senator Tart: Is it 24% per cent of their income up to 
$4,800? Income derived from business? 

Mr. Kincstey: That is right, of net income up to $4,800. 

Senator Tart: Now what is this 1 per cent on page 148? 

Mr. Kincstey: One per cent is a limitation on the contri- 
butions from general revenue. It provides that the maximum 
contribution, from general revenue in the years 1952 to 1954, 
fiscal year 1952 to 1954, shall be equal to % of 1 per cent of 
aggregate pay roll, and thereafter equal to 1 per cent of aggre- 
gate pay roll. That is in subsection (d) of Section 771. 

SENATOR Tart: Well, that is the 3 per cent starting at 
Y% per cent and it then goes on up to 1. That does not 
cover (c). What is that 1 per cent in (c)? Is that just a 
one year reserve? 

Mr. Kinostey: In (c) the first appropriation is the first 
year reserve, and thereafter whether this language says it or 
not, I believe the intent of that would be that there shall be 
an ‘over-all limitation in terms of the contribution out of gen- 
eral revenue. 

Senator Tart: So you figure 3 per cent will come out of 
pay roll tax and 1 per cent out of general revenue? 

Mr. Kincstey: Or a total of 4 per cent. 

Senator Tart: And 4 per cent you figure on $140,000,000,- 

Mr. Kincstey: About $140,000,000,000; yes, sir. 

SENATOR Tart: One hundred forty billion dollars of pay 
roll. Just going back to those self employed, if this thing 
costs 3 per cent plus 1 per cent, who pays the rest of the 
self-employed’s money? They only pay 2% per cent. Do you 
general taxpayers pay it? 

Mr. Kincstey: I would think that comes out of general 
revenue. 

SENATOR TAFT: 
tinction. 

SENATOR PEPPER: 
cent, did you not? 

Mr. KINGSLEY: 

SENATOR PEPPER: 
ernment Treasury. 


Mr. Kincstey: As far as the self employed are concerned 

—well, for that matter as far as any of this is concerned, as 
Senator Taft points out—it would take another bill in terms 
of providing the money. These are our recommendations. 
I would certainly admit on the self employed it is a purely 
arbitrary type of thing. 
_ SENATOR Tart: I notice, in the division of national income 
in these economic indicators published by the Joint Committee 
on Economic Report, the compensation of employees is 
$142,000,000,000 and that is just employees without counting 
the self employed. 

Mr. KinNGstey: Yes, sir. 


Senator Tart: That is the first quarter of 1949, so that your 
total figure might have to be figured on a larger basis than 
$140,000,000,000, I take it. 

Pag KINGSLEY: Well, of course, there is no $4,800 limitation 
there. 

SENATOR Tart: Yes, that is correct. That reduces the total. 

Mr. Kinostery: And I believe—at least our people tell me 
—that on the basis of the $4,800 limitation, it is approximately 
$140,000,000,000, maybe $141,000,000,000. 


Senator Tart: About $5,600,000,000, Du you know what 
the British cost is today? 


Mr. Kinostey: Well, I think it is about $600,000,000. 

Senator Tart: The appropriation proposed for national 
health services in Great Britain for fiscal 1949 budget is 
263,000,000 pounds which, multiplied by four, is $1,053,000,000, 
and there are three times as many people, approximately, in 
the United States, so that would be $3,160,000,000. My esti- 
mate is that the type of services and cost of living, so to speak, 
the payments for doctors and all, would be nearly double here 
what it is in England. So that would more or less accord 
with your general estimate of $5,600,000,000, would it not? 

Mr. KincsLey: Yes. 


I do not quite see the basis for the dis- 
Mr. Kingsley, you said not to exceed 1 per 


Yes, sir. 
Not to exceed 1 per cent out of the Gov- 
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SENATOR Tart: Now that money is levied and collected by 
the Internal Revenue Department to be paid into the Treasury. 

Mr. Kincstey: Yes, sir, in a separate account. 

SENATOR Tart: Under this provision Congress is authorized 
and more or less required, I would assume, to appropriate that 
sum into a special fund known as the personal health services 
account ? 

Mr. Kincstey: Yes, sir. 

SENATOR Tart: Then what happens to that? 

Mr. KincsLtey: The personal health services account is then, 
aside from the provisions for a reserve—there are some pro- 
visions here for a reserve at the beginning of 10 per cent— 
aside from those provisions and later 5 per cent, that fund is 
allocated to the several states by the National Health Insurance 
Board who are undertaking to provide this program. 

Now as I read the bill, I think that the states have to file 
a state plan and to have approval to participate in the program. 
Once that has been done, then this fund would be allocated 
to them, and that is in Section 772. It begins on page 149. 

In Section 772(a) it lists the bases upon which the alloca- 
tion is to be made. As I have already indicated, these are 
very broad, and if we could get more specific ones, we would 
prefer it from an administrative standpoint. 

Senator Tart: As a matter of fact, does not the federal 
government keep a complete record of millions of persons who 
pay these funds? Is that not all kept here in Washington? 

Mr. KincGstey: Yes, sir, that is one of the advantages of 
this, that so far as the same people are covered both under 
O.S.I. and under this, and our recommendation for expenses 
of coverage under O.S.I. would make them identical for the 
coverage provided under S. 1679, so far as the coverage is 
identical, the same records can be used precisely, and there 
would be a considerable saving in administrative costs as a 
result of that. 

You will note on page 152 that administrative costs cannot 
in any fiscal year exceed 5 per cent of the aggregate. Well, 
that is allotments to the states, but it would be even less than 
that so far as the federal government is concerned. 

Senator Tart: The costs of indigent care of which we 
spoke would be in addition to this $5,600,000,000, would it not? 

Mr. KINGSLEY: Yes, sir. 


Senator Tart: Whether it is handled under this bill, the 
provision to which we referred, or whether it is handled under 
the other bill. 

Mr. Kincstey: That is correct. 

SENATOR Tart: It would be in addition to this figure? 

Mr. KINGSLEY: We have estimated that our recommended 
amendments to the Social Security Act which the Ways and 
Means Committee has considered might cost as much as 
$200,000,000 for indigents. 

SENATOR Pepper: For persons not fully employed? 

Mr. KINGSLEY: It is for persons actually on relief, so in 
effect they are being taken care of now by one means or 
another, 

SENATOR Tarr: That is a very small proportion, is it not? 
That is only one twenty-eighth, or around 3 per cent of the 
total falling in that class. Is that not a very small proportion 
to calculate for the indigents ? 

Mr. KINGSLEY: Of course it is on a matching proposition 
as far as these particular amendments are concerned, so that 
the states would expend at least that much. 

SENATOR TAFT : Now this subject of the states, this business 
of the money going to the states and state plans is entirely 
new, is it not, in this type of biil? 

Mr. KinGstey: I believe that it is a departure from the 
earlier bills. 

SENATOR Tarr: Is it not a fact that the states have no dis- 
cretion in what they pay out, the amount they pay out or the 
classes they take care of? Are not the states under this bili 
purely agents of the federal government? 

Mr. KINGsLey: In effect, yes, sir. 


Senator Tarr: And they are guided by regulations made 
by the Surgeon General and the National Health Insurance 
Board. = 

Mr. Kincstey: And an advisory board. 

Senator Tarr: Who pays the salaries and wages of the 
state personnel who handle it? 

Mr. KinGsLey: They are paid by the state, but the admin- 
istrative costs are included in the federal money. 
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Senator Tart: Is this not a federal program, and is not 
the introduction of the states in here merely an effort to make 
it a decentralization of administration? 


Mr. Kincstey: I would describe it as a federal program 
with highly decentralized administration. 


SENATOR Tart: Yet in effect the states must take orders 
from the federal bureau, must they not? Take, for example, 
regulations, say regulations setting up under what conditions 
a man should have the right to have the state pay for the 
expense of a roentgenogram. That would be governed the 
same in every state by regulations issued by the federal bureau, 
would it not? 

Mr. KiInGsLey: Well, on that particular illustration, | would 
not be certain. In general the types of regulations which can 
be issued—I am looking for the section now—by the National 
Board are rather limited and broad, and there is a good deal 
of authority in terms of what the state can do, and even more 
in terms of what the localities can do under this. 

SENATOR Tart: I read to you from pages 106 and 107, Sec- 
tion 702, where it says: 


Medical services, hospital services, and, except as otherwise provided 
in subsection (p) of this section, all other personal health services speci- 
ed in Section 701 shall be made available as benefits to eligible individ- 
uals in all health-service areas within the United States. 


then in 


If the Board, after consultation with the advisory council, finds that 
the personnel or facilities or funds that are or can made available are 
inadequate to insure the provision of all services included as dental, home 
nursing, or auxiliary services under Section 701 of this title, it may by 
regulation limit for a specified period the services which may be provided 
as benefits, or modify the extent to which, or the circumstances under 
which, they will be provided to eligible individuals. 


That is a compulsory requirement that the state do it, and 
(b): 


Mr. KiNcGsLey: Of course that is specific in terms of these 
particular things; the dental and home nursing are auxiliary 
services. 

SENATOR PepreR: But, Senator, you did not read line 13. 
You left the impression by what you read that there was a 
mandatory requirement to give all these services to every cov- 
ered person, but in line 13 it says, “as rapidly and as com- 
pletely as possible having regard for the availability of the 
professional and technical personnel and the hospital and other 
facilities.” 

SENATOR Tart: I was only trying to find out whether there 
was any discretion left to the states at all, or whether [by] 
this power of the Board to make regulations and withhold or 
modify services, those must be uniform throughout the United 
States. 

SENATOR PeprpeR: Mr. Kingsley, there is a state agency 
and a local authority. As a matter of fact, it is the physician, 
the general physician who determines whether you get a special- 
ist or not, for example, is it not? 

Mr. Kincstey: Yes, services of a specialist are available 
on referral of the general practitioner. 

SENATOR Pepper: That is on the order of a general prac- 
titioner ? 

Mr. KINnGsLey: Yes, sir. 


SENATOR PeprpeR: Do not these local boards and state agen- 
cies have authority for the general administration of the pro- 
gram? 

Mr. KrncsLey: They do, as I would read it. 

Senator Tarr: Except that the Board -may change the 
regulations under which they operate every day, may they not, 
and that applies to all forty-eight states just as if they were 
branches of a federal department. Am I correct? 

Mr. Kinostey: I think that is not true because of the 
rather specific provisions in respect to the state plans. What 
shall be in state plans is outlined in some detail, and I would 
take it that no national organization, no national administrator 
could refuse to approve a state plan which met those broad 
specifications on the basis of any regulatiens it would draw up 
itself. 

Section 712, on page 113, outlines what a state plan has to 
contain. It has to designate a single agency for its state 


administration, has to provide for the designation of a state 
advisory committee including both professional and lay people, 
provide for decentralizing administration for the localities; it 
has to provide for a merit system for making surveys of the 
resources and needs of the states, for such reports as the board 
may require; it has to provide for safeguarding federal funds, 
provide for cooperation with other public agencies of the states 
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or its public political subdivisions which are concerned with 
related programs. Then it says: 
“The Board shall approve any state plan which complies with 


these provisions.’ 


SENATOR TAFT: In other words, the states have no right to 
say who they will serve and who they will not serve. All of 
these provisions of the state plan seem to me to be merely 
administrative. It does not even suggest that a state could say, 
“We are not going to do this or that,” or say that they will 
not comply with the regulation made by the federal government 
as to the dispensation. 

Mr. Kinostey: That is correct. Anybody who is covered 
by this bill would have to be provided with services under a 
state plan. This is a national determination of coverage. 

Senator Pepper: Mr. Kingsley, on page 130 there is a 
declaration of policies, is there not, which reads as follows: 

It is the intent of Congress that the benefits provided under this title be 
administered wherever possible by the several states, in accordance with 
plans of operations submitted and approved as provided in this part, and 
in each state insofar as feasible by the same state agency which admin- 


isters or supervises the administration of the state’s general public health 
and maternal and child health programs. 


I mean it is obyiously the intention of the Act as much as 
possible to put the finality of decision at the local level in the 
hands of the states. 

Mr. Krnostey: Yes, I would think that that is quite clear 
in terms of the way in which this whole administration section 
is developed. 

SENATOR Tart: And then on page 134, if the state does not 
submit a plan, then the federal government steps right in and 
does it anyway itself, is that not correct? 

Mr. Krncstey: That is correct. We start out with a com- 

plete national coverage. We then contract out of it, in effect, 
if the state wishes to carry out the program. 
_ Senator Tart: Well, in effect it is an attempt to say that 
instead of having local administrative offices under the name 
of the federal government, the administration is by state officers 
but the state officers are subject to the direction in every 
respect of the federal bureau which bosses the job. 

Mr. Kincstey: Well, of course I would not agree in every 
respect. 

SENATOR Pepper: May I call your attention to page 134, 
where, after the provisions of the state plan which you referred 
to a moment ago, the following appears : 

No change in a state plan shall be required within one year after initial 
approval thereof, or within one year after any change thereafter required 


therein, by reason of any change in the regulations or standards pre- 
scribed pursuant to this Title. 


Page 134, the top of the page right after the content of these 
state plans, then appears to be a prohibition against the federal 
government within a period of a year requiring any alteration 
in these plans. It says: 

No change in a state plan shall be required within one year after initial 
approval thereof, or within one year after any change thereafter required 
therein, by reason of any change in the regulations or standards pre- 


pursuant to this Title, except with the consent of the state or in 
accordance with further action by Congress. 


So that once a state submits a plan and it is approved, the 
federal government cannot require it to be changed within a 
year after it is initially submitted. It cannot require any 
change in a plan once approved for a period of a year there- 
after. That is correct, is it not, the language I read? 

Mr. KINGSLEY: Yes. 


SENATOR Tart: My suggestion was that there was not any- 
thing in the plan that anybody would care much about chang- 
ing. It does not have anything to do with the actual rules by 
which medicine is dispensed. 

SENATOR PEPPER : Now one other thing, Mr. Kingsley. Is it 
not the state which employs the personnel which administers 
the program? 

Mr. Yes, sir. 


SENATOR Pepper: And I believe the state prescribes the 
compensation, does it not, that they receive? 

Mr. KinGsLey: Yes, the only provision restricting personnel 
so far as the state is concerned is that they shall be applied 
under a merit system. I would like to say in respect to Senator 
Taft’s last comment that the federal government would regu- 
late everything having to do with medicine, it seems to me 
_ that quite the contrary is true, that the basic things having to 
do with the provision of the medical services are regulated by 
the local community and by either the local administrative 
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officer or the local administrative board, whichever a state 
plan provides for. 

It is at that point where determinations are made as to the 
local supply of services and as to the methods by which phy- 
sicians are going to be paid, and where local complaints are 
heard that the real administration occurs so far as the provision 
of medical services is concerned. 

SENATOR Pepper: Now just to emphasize that point, to let 
it come from you, there is no authority in the federal govern- 
ment that has anything to do with the application of profes- 
sional treatment? 

Mr. KinGstey: None whatever. 

Senator Peprer: The Government of the United States has 
nothing to do with the kind of treatment or the lack of treat- 
ment that a qualified physician or technician prescribes? 

Mr. Krincstey: Absolutely not. 

SENATOR Pepper: It is very clear in the intention of this 
Act, is it not, that there is no intention on the part of Congress 
or desire to grant the authority to interfere with the free choice 
of doctor or other technician that the patient may make? 

Mr. Kinostey: No, sir, it is quite specifically provided that 
there shall be no such interference. 

SENATOR Pepper: And the doctor also or the technician is 
also allowed a free choice with respect to the patient he serves? 

Mr. Kincstey: That is correct. 


SENATOR Peprer: And doctors and other technicians deter- 
mine voluntarily whether they will come into the plan or not, 
do they not? They may come partially in or they may stay 
out altogether or they may agree to accept the fees, the 
standard and scale of fees that the agency pays? 

Mr. KrncGs_ey: That is correct. 


SENATOR Tart: But as to the provision in section 717, it 
says that each agreement that is made with doctors or hos- 
pitals or anybody else “made under this part shall specify the 
class or classes of services to be furnished or provided pursu- 
ant to its terms, shall contain an undertaking to comply with 
this Title and with regulations prescribed thereunder,”—that 
is by the federal government—‘“shall be made upon terms and 
conditions consistent with the efficient and economic adminis- 
tration of this Title, and shall continue in force for such period 
and be terminable upon such notice as may be agreed upon.” 

Every agreement made is subject to the regulations issued 
by the Surgeon General. 


_Mr. Kincstey: That is every agreement made under Sec- 
tion 716, agreements with voluntary health insurance and other 
organizations. 

Senator Tart: Also 715, agreements with individual prac- 


titioners, hospitals and others. 717 applies to both, also 714, 
auxiliary services. 


SENATOR Pepper: Mr. Kingsley, if there should be any 
reason at all for anyone to believe or fear that this power to 
make regulations interfered with these freedoms that we just 
discussed a moment ago, you would have no objection to its 
being written into the law in clear terms that those freedoms 
cannot be interfered with by regulations or any other way? 

Mr. Kincstey: None whatever. In fact, the more specifi- 
cally the rule-making authority of the national board is spelled 
out, the better it is administratively. 


Senator Tart: And does the Act require the payment of 
this money per service, not per capita, not on a salary basis? 

Mr. KinGstey: No, sir. It provides three alternative meth- 
ods on page 117 of Section 718. The local community can 
decide, the doctors and the patients. 


Senator Tart: Having once started a per capita system, 
does not this business of your selecting your doctor and having 
the doctor select you go out the window the moment you have 
a per capita pay system? 

Mr. Krncstey: No, because you can change it at any time. 
Now it is limited in this sense. 

Senator TAFT: As a practical matter has not the experience 
been in England that otherwise, where you have a panel of 
that sort, that right practically disappears? You get away 
from the payment per service basis. 

Mr. Kincstey: I do not think so. Now it is limited in this 
sense. You have a very popular doctor in an area; obviously 
he is going to have to limit the number of people he can take, 
but he does it already. He does it under the present system. 
He refused patients, and to that extent I cannot go to him if 
he is all filled up. The same thing would be true under this, 
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Senator Tart: You never have gone to him. The claim 
is if you have a doctor, you can keep him. You have never 
been to that doctor under the present system. If he has had 
you as a patient, he will always take you back, but under the 
panel system, he cannot. 

Mr. Kinestey: You can always keep the same doctor under 
these provisions if (a) you wanted to, (b) he was in the system 
and (c) he wanted you. If those three conditions were met, 
you could keep the same doctor. 

SENATOR PEPPER: But if he wants to get you off of his panel 
as soon as you can get on some other panel, he can get you off 
of his panel? 

Mr. KinGsLey: Oh, yes, just as now he can say, “I do not 
want to treat you any more.” 

SENATOR Pepper: And if you do not like him and want to 
get off of his panel, you can transfer to another? 

Mr. Krincstey: Yes, sir. 


May 24, 1949 


United States Senate, Subcommittee on Health of the 
Committee on Labor and Public Welfare 


SENATOR JAMES E. Murray, Presiding 


Present: SENATORS Murray, Pepper, HUMPHREY, TAFT 
and DoNNELL 


Statement of Honorable Robert A. Taft, United States 
Senator from the State of Ohio 


SENATOR TAFT: We have today an extensive medical system 
in the United States. We feel that it is a good system and that 
our problems should be met by constructive study and by the 
adoption of measures which may effect a steady improvement 
in that system and not try to throw away the system and begin 
over again. 

First we have the problems of public health, research and 
preventive medicine. That field has been and is today the field 
of government primarily. There is some important private 
research in that field, particularly in basic medical problems. 
There is a good deal of scattered work in the field of public 
health among private, charitable institutions, but in general, of 
course, it cannot be done on a commercial basis and it is and 
should be the function of government. ; 

I think that probably includes the diagnosis and inspection 
of the health of school children and other general measures 
directed to preventing the development of disease. The govern- 
ment has a wide field in which those functions can be increased 
and improved. I think it is the first and primary function of 
government to bring about that improvement. 

The second feature of our general medical system is that 
of providing medical care. It has always been assumed in this 
country that those able to pay for medical care would buy 
their own medical service and, just as under any system, 
except a socialistic system, they buy their own food, their own 
housing, their own clothing and their own automobiles. Obvi- 
ously, many families have difficulty in providing food, housing, 
clothing and automobiles, but no more difficulty, certainly, in 
providing medical care. 

The general appeal in this country has always been for 
those who are unable to buy medical care, unable to pay for 
their own expenses in the medical field. We have brought 
about, in order to meet that situation, a great development 
of private charity throughout the United States, for providing 
adequate medical care for those who are unable to pay for it. 
That work has been supplemented by the states and local com- 
munities through their general hospitals, free nursing and 
medical service in hospitals, services of preliminary and pre- 
ventive nature through public health units and, in general, the 
medical care has been available to a large proportion of those 
who are unable to pay for it in the United States. In that 
system there are gaps, particularly in rural districts and poorer 
districts, perhaps, in the cities, and we have a definite interest 
in trying to fill up those gaps. 

It also developed recently, the realization that illness may be 
concentrated; illness in the case of families who can pay for 
medical care may be concentrated in a single year and, thus, 
assume the nature of a catastrophe. This has ordinarily. been 
met in the past by furnishing the same kind of free medical 
care as that furnished to those who could not pay for it at all; 
but it has been conceived that that problem could be met by 
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providing medical insurance that would take care of extreme 
cases of illness, just as fire insurance takes care of the destruc- 
tion of a single building by fire and the tremendous loss which 
may occur at one time, and through the insurance system can 
be spread over a great number of people and a great length 
of time. This insurance has been gradually developing on a 
private basis and a not for profit basis in the United States 
until it is fairly generally available to the people. 

We believe that the present system has done an excellent 
job. I disagree entirely with Mr. Kingsley’s statement on page 7 
of his report that: 

“It appears to be agreed that our present system of payment 
for medical care is totally inadequate.” : 
I do not think that is at all true. We have in this system 
as good a system of medical care as they have in any country 
in the world, with the possible exception of one or two small 
countries where their health problems are much less complicated 

and much easier to deal with. 

Last year, when the Subcommittee on Health had more or 
less these same measures before it, the Brookings Institution 
was requested to make a study, at the request of Senator Smith, 
who was then Chairman of the Subcommittee on Health of 
this committee. That study was made by George W. Bachman 
and Lewis Meriam, under the support of the Brookings Insti- 
tution, and I assume this report, entitled “The Issue of Com- 
pulsory Health Insurance,” will be furnished to every member 
of the committee, and I hope every member of the committee 
will read it, if they have not already done so. 

The conclusions of that report are stated on page 67, and 
I quote [Mr. Taft here quoted the conclusions of the Brookings 
report —Ed.| 


SENATOR Pepper: Is it your impression that we did a good 
bit to save the lives of children and mothers with the service 
program that we had in effect during the war where mothers 
were assured better medical care and attention than they had 
previously had an opportunity to enjoy? 


SENATOR Tart: That probably helped some, although there 
was a steady decrease every year all the way from 1921 to 
1943. I think most of the country had a fairly adequate diet. 
I think it is the application of diet and medical care and the 
knowledge developed which has probably effected this improve- 
ment all over the world. 

Our problem, therefore, is, in the first place, to improve 
public health measures. In that field the government has a 
particular responsibility. Second, to improve and make system- 
atic medical care for all of those unable to pay. The third is 
to see that insurance is available for those who desire it and who 
are able to pay for it. Those, I think, are the main purposes 
of the bill which we have introduced. 

Turning to S. 1581, Title I establishes a National Health 
Agency. It attempts to combine in one division all of the health 
activities of the federal government, excepting the military and 
veterans’ health. The authors of the bill feel that health is 
not a welfare problem, primarily, that it is a problem of pro- 
viding medical care and health services of all kinds to reach 
all the people in the country; the fact that some are able to pay 
and others are not able to pay affords reason for your assistance 
but it does not justify the placing of all health activities under a 
Department of Welfare. 

I may say that the report is more or less in accord with 
the Hoover Report on Medical Activities, made in March 
1949, whose first recommendation is: 


To accomplish these purposes, the Commission recommends the establish- 
ment of a United Medical Administration into which would be consolidated 
most of the large-scale activities of the Federal Government in the fields 


of medical care, medical research, and public health (in which we include 
preventive medicine), 


On that issue the Commission was somewhat divided. They 
voted 8 to 3 in favor of that particular recommendation regarding 
the establishment of a separate Bureau of Health. Two other 
Commissioners dissented from placing of the military health 
operations within the Federal Department of Health. I think 
that is a question of reorganization more than of health activity. 

SENATOR Pepper; Senator, what do you put under this agency 
which is not now under the jurisdiction of the Federal Security 
Administrator ? 

Senator Tart: Nothing. The Children’s Bureau has béen 
transferred already under the previous plan. We direct the 
Director of the Budget to make a study of the activities of 
the several departments and agencies of the federal govern- 
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ment to determine whether any activities of departments and 
agencies relating to health, in the interests of economy and 
efficiency of administration should be transferred to the agency, 
and to complete such study and report the results to the 
Congress on or before Dec. 31, 1949. The Veterans Adminis- 
tration is the most important overlapping activity. 

Senator Pepper: But your bill would make the Health 
Agency have cabinet status, would it? 

Senator TAFT: No, it is an independent agency and I under- 
stand it is so under the Hoover Commission report. I personally 
have supported the idea of a Department of Health, Welfare and 
Education, as you know, and I would not object to putting 
this Health Agency into such a department. 

My only view is that if we did that, it should be a distinct 
bureau of that agency and that the head of the health activity, 
the Health Bureau, should be responsible directly to the secretary 
who sat in the Cabinet, that he should have direct access to 
that secretary and not have some intermediate undersecretary 
or others through whom he would have to go. 

The bill I supported here last year had that provision, three 
undersecretaries, one for health, one for education and one for 
welfare. 

Various other parts of the bill cover this question of public 
health. Some of them are not before this committee, but we 
feel that the public health end of the bill and of the activities 
of this committee are just as important as the general problem 
of medical care. The authors of the bill have always favored 
the various bills for increased research in cancer, heart, 
psychiatry, dentistry. I cooperated with Senator Hill in writing 
and rewriting the Hill-Burton bill after Senator Burton was 
appointed to the Court, and we have generally favored the 
measures which gave government aid in this general field of 
public health. 

Title IV of this general bill extends the hospital bill, gives 
more money for the general purposes of the Hill-Burton bill 
and provides an easier matching process by which poorer states 
are more able to match than they are under the present bill. 
Title V deals with the general question of medical education, 
which is coming before this committee by more direct testimony 
shortly, Title VI deals with the problem of providing more 
personnel for health service, and it seems to be universally 
agreed that more personnel is necessary as health service is 
expanded. 

SENATOR Pepper: What is your plan of aid? 


Senator Tart: I have talked to deans of medical schools, 
to members in other schools and representatives of other 
schools; I am on the Board of the Yale University, and one of 
our headaches is the Medical School, which draws tremendously 
on all the funds of the University. I cannot find any general 
agreement as to just what ought to be done. 

We finally came to the conclusion that there ought to be a 
major study by a commission of distinguished men from all 
walks of life to try to work out the best possible system of 
giving federal aid to medical education. The problem of federal 
aid to higher education is a problem that has never been 
thoroughly studied or considered. 

We set up here a commission of sixteen commissioners, includ- 
ing the Surgeon General of the Public Health Service, the 
Commissioner of Education, the Chief Medical Director of the 
Department of Medicine and Surgery of the Veterans Admin- 
istration and a representative of the Medical Services of the 
National Military Establishment—that makes four of them— 
and twelve commissioners to be appointed by the President, 
who shall be persons not otherwise in the employ of the federal 
government. Eight of those shall be persons outstanding in 
the field of medicine, dentistry, nursing, public health or higher 
education who are familiar with the problems of man power 
in the health professions. The other four may be any public 
citizens. 

We feel that there should definitely be such a study on an 
extremely impartial basis. We are not satisfied with the studies 
made up to date by the Federal Security Administration. 

In the meantime, because it was evident that doctors were 
insufficient in number, we provide a direct subsidy to all 
established medical schools of $500 for each student enrolled 
up to the average past enrolment of the school, and $750 for 
each student in excess of the average past enrolment, to give 
encouragement to increase, but not the wide difference proposed 
by the Federal Security Administration of between $300 and 
$1,700. 
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SENATOR Pepper: Do you allow any assistance for the 
enlargement of existing medical schools or construction of 
new ones? 

Senator Tart: No, we only did this temporarily because 
it takes so long to educate a doctor. We felt that the nurses 
could be left out, although we have no objection, on proper 
evidence of their great necessity, of inserting those other 
people. We left them out because we did not have the evidence 
and because we felt that in most cases those persons could 
be taken care of in a shorter time. 

SENATOR Pepper: You do not make provision in your bill 
for scholarships for students? 

Senator Tart: No. Yesterday Mr. Kingsley testified there 
was no emergency about that. You have four or five times the 
number of applicants who are able to pay their way through. 
This commission would consider the question of scholarships, 
would consider the question of aid in the construction of medical 
schools and the equipping of medical schools. 

In the meantime to try to stimulate and help some schools 
which might go on the rocks completely and to encourage them 
to keep up their enrolment and perhaps increase it somewhat, 
we have this additional money. Most of them take the position 
that they cannot increase their enrolment without having 
increased facilities and that the effort to give schools $1,700 
for new students is an incentive to them to put on more than 
they could properly educate, which is likely without increased 
equipment to result in a decrease in the quality of medical 
education, 

SENATOR Pepper: You mean to include then for future 
study, at least, provision of additional training facilities for 
dentists, technicians, nurses, etc. 

Senator Tart: I wonder if it can be shown that there is 
an emergency. You see, this provides this aid for three years 
while this study is being made. We hope it might be completed 
sooner than that, but it provides for three years. 

We would not object, on proper evidence, to including tem- 
porary aid for some of the other things such as, particularly, 
public health and, perhaps, graduate school students in medical 
schools. 

I have been appealed to on the ground that we ought to do 
something for graduate study to provide teachers. They say, 
“We can get students, but we have no teachers to take care 
of them and this aid should be extended in particular to 
graduate students aiming at becoming teachers in medical 
schools.” 

SENATOR Pepper: In a lot of areas such as, for example, 
in my state, | am afraid it is going to be impossible to start 
a medical school, which we feel we should have, unless we can 
get some assistance in providing facilities, buildings and 
equipment. 

Senator Tarr: Dr. Parran had a plan for building up the 
number of medical students by adding about ten schools, I 
think. Certainly, this commission should consider such a 
provision. But, of course, if Florida wants a school, it is 
likely that every one of the other thirty states that do not 
have one would want one. We would probably have too many 
medical schools unless we developed them in a regional way, 
and there might not be a sufficient number of teachers to teach 
in them. 

Title V of our bill, on page 42, is similar to the bill which 
increased the federa! aid to states for local public health units. 
That is covered by Senator Hill’s bill. Title II] was the pro- 
vision of health service to the schools, the bill which has 
already been passed by the Senate. 

I think that if this session of Congress could pass those four 
bills separately—the hospital bill, the school health services, 
the local public health units, the hospital bill, also the medical 
education bill—that we would have accomplished a tremendous 
step forward. 

SENATOR Pepper: That medical recruitment, could not we 
give some impetus to that? 

Senator Tart: I am not purporting to lay down a program. 
These four things are what we picked out as the most important. 

Senator Peprer: If we make our program really out- 
standingly creditable, if we could add a beginning on health 
insurance, it certainly would be a fine accomplishment, would 
it not? 

Senator Tart: I understood the chairman of this committee 
has stated he does not expect this session of Congress to deal 
with it. 
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SENATOR Pepper: Let’s not take that as official, though. 

SENATOR Tart: Now, I come to the medical care plan, 
which is Title II of the bill. The first part of this title is a 
provision for an appropriation of $5,000,000 for a survey to 
be made by the states on a matching basis on the providing 
of medical care in that state. 

That is similar to the provision which we had in the hospital 
bill and which I think has been a most valuable provision, 
probably the most valuable provision of that bill. 

The difficulty with medical care and the whole medical situa- 
tion in this country is that it has been purely a casual growth, 
a hospital built here, some service started there, and the thing 
has not been ordinarily coordinated, even at the state level. 

One of the objections to just throwing in a system of national 
health insurance and taking over the whole thing from a 
national standpoint is that we practically relieve the states of 
any further responsibility ; and the scope of the national study, 
to my mind, will prevent its being as valuable as a survey 
made by each state of the particular detailed provision of 
medical care in each section of that state. The problem of 
medical care is different in different localities and different 
States. 

Different states have different kinds of people and different 
medical problems for different kinds of people. We have not 
gone so far in the general problem of medical care that we 
can say that any solution is the ultimate solution. There may 
be many different kinds of solutions, and one solution may be 
suitable for one state and another for another state. J do not 
think we need to go down the Socialist Party Line on a national 
pattern to provide a system of medical care, and we should 
encourage the states to develop the particular system each state 
thinks is desirable. 

Part B is the general provision providing for medical care. 
It follows the general plan of federal aid to the states, leaving 
as much discretion to the states as possible and complete con- 
trol of administration and complete control of the selection of 
the kind of plan they want to adopt. 

The essence of the state plan is set forth on page 16, para- 
graph 5, where it says that the plan must set forth, in order 
to get federal aid, a statewide program designed and calculated: 


(A) to provide, within five years, medical and hospital services without 
discrimination to all those families and individuals in the state unable 
to pay the whole cost thereof; 

(B) to provide dental services as far as practicable to such persons; 

(C) to encourage the development of voluntary medical, dental, and 
hospital insurance plans operated not for profit; 

(D) to provide for the establishment and staffing of general diagnostic 
facilities and the improvement of existing diagnostic facilities; and 

(E) to provide inducements to physicians and dentists to practice in 
areas which, without such inducements, would be unable to attract 
needed physicians or dentists. 


In regard to “D,” that is somewhat of an overlapping, and 
it may or may not be desirable to continue it in this bill. It 
covers the school health inspection, for instance, and health 
units, and various other provisions, and the hospital bill itself 
also, which permits the setting up of clinics. 

In regard to “E,” that is instead of providing the national 
system which is set up in S. 1679. 

I might continue: 


The services provided for under subparagraphs (A) and (B) may, at 
the option of the state, be furnished in one or more of the following 
ways: In institutions, in the home, or in physicians’ or dentists’ offices. 
Such program may also provide for the furnishing of such services by 
means of payments (in the nature of premiums or partial premiums or 
the reimbursement of expenses or otherwise) by the state to any voluntary 
medical, dental, or hospital msurance plan or other plan operated not 
for profit. Such program may include and take account of services 
rendered or to be rendered by yovernmental subdivisions of the state, 
and by private non-profit organizations, and may provide for payments 
to such subdivisions or organizations for services furnished to families or 
individuals. Such program may provide for the collection of proper 
charges of less than the total cost of such services (whether provided 
by the state, governmental subdivision, private organization or non-profit 
fund) from persons unable to pay in whole, but able to pay part 
therefor. 


The essence of the plan is to see that every state provides 
free medical service for all those people in the state who are 
unable to pay the cost thereof. 

SENATOR Pepper: Do you mean as well as all those who 
are unable to pay the whole cost thereof? 

SENATOR TaFT: Yes, to pav the whole cost thereof, and then 
they may provide for collecting part of that cost back. 
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The dental services are not made compulsory. That is, there 
is no provision that they have to extend dental services to every- 
body. The problem of dental service is a very expensive one 
and it is a question of how far we should go in it. It is still 
somewhat experimental. Those most interested in dental services 
do not seem to think we should provide a universal require- 
ment of dental service at the present time. 

In general, the plan is intended to provide for those who are 
unable to pay, leaving those who are able to pay for their 
medical service the job of paying for that medical service. 

SENATOR Pepper: Do you prescribe any standards of ability 
to pay? 

SENATOR Tart: No. 

SENATOR Pepper: Is not that the difficulty you encounter ? 


SENATOR Tart: It seems to me that is something that can 
be determined and will be determined in cooperation between 
the states and the federal department. What can a man pay? 
I do not know. The general theory is that medical care—I do 
not know whether it is the general theory, but take the cost of 
the proposed S-1679, suggesting 4 per cent of the payroll. That 
would suggest that a man can afford to pay 4 per cent of his 
income for medical care. 


SENATOR Peprer: Senator, you mean our bill? 
SENATOR Tart: Yes. 


Senator Pepper: It is 3 per cent and then 1 per cent, not 
to exceed 1 per cent, out of general taxation. 


Senator Tart: General taxation. He will pay that 1 per 
cent some other way but, in general, 4 per cent. I see no reason 
why a family should not pay 4 per cent for medical care. That 
means a $2,500 family would pay $100, for which they could 
buy general medical and hospital insurance at the present time 
for the family. That suggests a standard. I would not want 
to write such a standard into the bill. It seems to me that has 
to be worked out as you go on and will, of course, vary. 

In housing, the general provision is that a man can afford 
to pay 20 per cent for housing. That is a kind of a rule of 
thumb adopted in the housing bill. If he cannot get decent 
housing for 20 per cent, then he is eligible for public housing. 

see no reason why you should not have some such standard 
developed gradually in medical care, but I would prefer not to 
put it in the bill itself. 

Now, in general, what we are trying to do is to improve the 
providing of medical care to the poor, which has always been 
a function of Government. So we give Federal aid to do that 
job and we encourage the making of a survey to determine 
exactly what the job shall be. The purpose in general is to 
extend and improve the present medical system for such people 
and to make available to others some kind of voluntary insurance, 
if they wish to take that insurance. 

I do not agree at all that insurance should be forced on 
them if they do not want to take it any more than insurance 
for fire or insurance for any other activity in life is forced 
on those who may or may not want that service. 

SENATOR HuMPHREY: Have we not forced on people insurance 
against automobile accidents in many states? 

Senator Tart: That is more for the people to whom they 
may do a direct injury. It is to protect the person they run 
into. That is a different matter. 

Senator Humpurey: Is it not a bit of an analogy? Illness 
is not just a matter of the individual. It is also a community 
problem of some kind. 

Senator Tart: I do not see the parallel. 

SenatToR Humpurey: I was only referring to the principle 
of compulsory insurance. 

Senator Tarr: I think we should retain the freedom of, we 
will say, 75 per cent of the citizens to choose their own kind 
of medical care, decide whether they want medical care or not, 
determine how they will get it, and the person from whom they 
are going to get it; I think we ought to preserve the rights of 
states and local communities to decide, free from federal domi- 
nation, the kind of medical system they want and the extent 
of the activity in which they are going to be engaged. I think 
we ought to preserve the freedom of the medical profession to 
work out its own solutions, because I think in the long run it 
is much mere likely to develop good medical service than a 
system administered under the direction of the state. This plan 
is designed for that purpose. 

I am going to contrast it to S. 1679 and then I will be glad 
to answer any questions. 
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Completing this, the distinction between this plan and the 
Administration plan is shown somewhat by the character of 
the regulations on page 24: “The director is authorized to make 
such administrative regulations as he finds necessary to carry 
out the provisions of this title.” 

We set up a National Medical and Dental Care Council of 
twelve members. If a state plan does not meet the approval 
of the Director, the siate is not left solely subject to his arbitrary 
judgment, but may appeal to the National Medical and Dental 
Care Council, which Council has the right to approve the plan 
in spite of the Director if they decide that it complies with the 
general provisions which I have read relating to the nature of 
the plan. 

In contrast to S. 1679, the first tremendous contrast is that 
between state control and national control. Under S. 1679 there 
is a state plan. There did not used to be. There did not used 
to be any pretense of a state plan in the earlier drafts of the 
bill we have had in past years, but this state plan relates only 
to personnel and administration. 

The state is subject and its officers are subject im every 
respect to the regulations made by the National Bureau, made 
by the Surgeon General, and the National Council, whatever 
the body is that makes the regulations. The state is in effect 
only an agent to carry out the national plan. 

It is an attempt to decentralize the administration. I would 
say that is certainly an improvement over attempting to have 
a completely federal bureau, although it has this disadvantage: 
It does split up the responsibility. 

Under our theory, if the state does not do the job, the state 
is responsible, the governor is responsible, the legislature is 
responsible. 

I want to call attention to this fact: I do not think there has 
ever been a successful national administration of a regulatory 
operation extending to every family and every farm and every 
person in the United States. I do not believe we have ever 
made a success of it. The country is too big to make a success 
of it. 

We had the W.P.A., and it went out in a blaze of condemna- 
tion and disapproval. We had the O.P.A., and that went out in 
general national disapproval because the attempt to make 
regulations in Washington to cover the entire United States 
is a job that I do not think any government can successfully 
do. The national bureau is too far away. 

I think we are bound to get rid of rent control shortly for 
very largely the same reason, and that is not nearly as extensive 
as it is contemplated that this shall be. 

The reason I got elected in 1938 was largely that the farmers 
deeply resented the extreme federal regulation on what they 
could raise and what they could not raise, which reached its 
height in 1937 and then steadily decreased atfer that and dis- 
appeared entirely during the war. I just do not believe that 
the national government can do a good job in that field and 
I do not think the people will stand for it for any considerable 
length of time. 

It is suggested that S. 1679 is insurance. We are not setting 
up insurance. I suggest to you that S. 1679 is not insurance 
at all, but it is taxation. We levy a payroll tax, 1% per cent, 
according to Mr. Kingsley, on the employer, 1% per cent on 
the employee, and I per cent more on the general taxpayer. I 
do not think that by any stretch of the imagination can be said 
to be insurance. 

Insurance is a system by which you pay to spread your risk 
and you pay for the risk what the risk is worth. Under this 
plan you do not pay with any relation to your risk. 

You may take a family of five persons and a man has an 
income, we will say, of $2,000; he will pay, he and his employer, 
for that insurance $60. 

On the other hand, a single man earning $4,800 will pay 

$150 for a risk or service asked for about one fourth or 
one fifth of what the other man gets for $60. It has no relation 
to insurance at all. 

To a certain extent it may be argued that these persons are 
paying slightly in retation to the services that they receive. How- 
ever, I do not think even that is true, because the tax on the 

yer, without any question, is passed on in the price of the 
goods to the consumer of the goods. It cannot be otherwise. 

Senator Peprer: How do you describe the Old Age and 
Survivors’ Insurance Plan now? 

Senator Tart: It is a tax for which we give free medical 
service. It is somewhat related, again, to what you pay, but 
distantly related. People who have been paying 1 cent in 
the last ten years admittedly are not paying one fifth of the 
actuarial value of what they are going to get from that benefit. 
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We threw away the whole actuarial basis eight or ten years 
ago and said that we could not carry that out in the national 
plan. It is a tax for which we give free service, and that is 
what this is. This is a tax. The government is taxing the 
people $6,000,000,000 and, in turn, giving them free medical 
service, just as they tax the people some such similar sum and 
give them free education. It is the same system. 


SENATOR Pepper: What does your bill do but tax the people 
and give them free medical service? 


SENATOR Tart: It does not give free medical service to 
those whe can pay for it. This is not insurance. The 1% per 
cent tax on the employee is not insurance because employees 
figure their salaries in take home pay and their trading with 
the employer is based on take home pay, and the 1% per cent 
is passed over to the employer and on to the consumer. So 
far as I can see, nobody gets anything for nothing. We levy 
taxes equal to about 4 per cent of the payroll, or about $6,000,- 
000,000, according to Mr. Kingsley; that tax is reflected in 
the price of goods, and you pay for it through the increased 
price of goods; or, if you want to put it another way, in a 
decreased standard of living in other respects. 

You pay for your medical care through the government 
instead of paying directly. But the only point I want to make 
is that it is not insurance. It is a tax which brings in $5,600,- 
000,000, to the federal government, or $5,800,000,000, and then 
pays all the doctors in the country and the hosiptals to give 
free medical service to all the people in the country, whether 
they can afford to pay for it or not. 

I cannot see why the system will not be much more expensive 
in the end than the system that we now have, because the 
purpose is to provide a great many more services. Inevitably, 
you are going to have to pay the cost of those services. You 
may be able to reduce doctor’s fees somewhat, but I do not 
believe the total amount of that would involve any tremendous 
sum. Otherwise, there is no possible saving, and there certainly 
must be a general increase, which is a burden on the public. 
Nobody can tell what the expense may be. This insurance 
plan does not cover those who are unable to pay, does not 
cover the indigent, at least, because there is a kind of provision 
here to take care of it outside of the insurance fund altogether. 

In our particular bill we estimate that cost will run up from 
$150,000,000 the first year to $300,600,000 at the end of five 
years. 

SENATOR Pepper: You surely cannot hope to accomplish 
your purpose, that the states shall set forth a statewide program 
designed and calculated to provide within five years medical 
and hospital services without discrimination to all those families 
and individuals in the state unable to pay the whole cost thereof, 
without a federal contribution for it in excess of $300,000,000 
maximum, 


SENATOR Tart: I would not guarantee the $300,000,000 
maximum, but you must remember I wholly dispute the fact 
that we are starting now. Seventy-five per cent of these people 

or 80 per cent already getting medical service without any 
federal aid. States are providing it. 

Every general hospital in the United States is providing it. 
Doctors are giving free care to a certain extent. This is not 
new. If you match the Soy enya with about $300,000,000 
from the states, that is $600,000,000, and add that to what is 
already being spent for free medical care to those unable to 
pay for it, I do not see why the $600,000,000 will not be reason- 
ably adequate to take care of it. I would hate to guarantee the 
figures, because we are talking about uncertain figures. 

SENATOR Pepper: Did not the American Medical Association 
in 1939 say that two out of three of our people were unable to 
pay the cost of serious illness? 

SENATOR Tart: I do not know what they said, but if what 
they meant was that one year they might have a heavy burden, 
that might be, but a large number of those e can take 
out insurance and will take out insurance; others are able to 
pay, I think. Some people believe in insurance and some people 
do not. It has been sold pretty well to the American people. 

SENATOR PEPPER: I thought this ought to be made clear in 
the statement of issues involved, that S. 1679, the so-called 
National Health Insurance bill, with all of the disadvantages— 
and there is much that can be said against it—I think it would 
first have to be admitted that it covers more people, that it is 

to make available medical care to more. 

SENATOR TaFT: Everybody. | 

SENATOR PeEppeR: It does have the broadest coverage. I 
think you gentlemen should take one or the other horn 

: Either say the great masses of the people do 
help or you should tell them 
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billion dollars out of the public treasury if everybody needing 
help gets it. 

SENATOR Tart: That I would wholly deny. I do not know 
what the states are spending on this, but it must be two or 
three billion dollars. We are proposing to add $600,000,000 
to fill up the gaps for those unable to pay. 

Your proposal would provide free medical care to everybody. 
That is socialization of medicine. The providing of free medical 
care to those unable to pay for it is not socialization. It never 
has been. We have always done it. Just as we provide relief 
to those unable to buy food, just as we propose to provide 
housing for those unable to provide housing. That is an effort 
to take care of people who are left behind in our general 
economic system, which I think on the average produces much 
the highest standard of living. 

When you attempt to give free medical service to everybody 
in the United States, most of whom are perfectly able to pay 
for it, you are socializing medical service. If you are going to 
socialize medical service, I do not see why you should not 
gradually go on and provide food for everybody, provide housing 
for everybody. 


SENATOR Pepper: Now, the Senator has been making that 
statement for a long time, and it has colored the public think- 
ing. Is it not a fact that under the Senator’s bill a great many 
people will get assistance out of the public treasury who may 
not pay any tax at all into the public treasury; whereas, under 
S. 1679 every recipient is a taxpayer under that proposal, paying 
part of his regular income? 


Senator Tart: All the indigents do not pay. 


SENATOR PeEppPER: Yours is the bill which proposes to give 
people something out of the public treasury without exacting 
any return from them. 

SeENATorR TAFT: That is what you do now. You do it in every 
city in the United Stat.es. There is not a city that has not got 
a general hospital where somebody unable to pay can get service. 


SENATOR PEPPER: Then medicine is already socialized and 
you are going to make it more so. 


SENATOR TAFT: That is not socialization, to take care of 
people who are unable to take care of themselves— 

SENATOR Pepper: That is nearer socialization than insur- 
ance. 


Senator TAFT: You do not have necessarily a choice between 
the two. You have, as I see it, a free enterprise system, the 
hasis of which is incentive, payment for the value of the work 
that you do. That system, I think, has increased our production 
and our standard of living more than that in any other country 
in the world. 

SENATOR PEPPER: We agree to that. 

SENATOR TAFT: But since it is based on that, you will have 
a certain proportion of the people who fall behind, either 
because they cannot work or are not able to pay; perhaps they 
are no good and cannot work; perhaps they are working and 
making things that people just will not pay enough for so they 
can get a living wage out of it; and to say that a free enter- 
prise system which proposes a minimum decent living is social- 
ism is a misuse of the term. 

I think that is charity, if you want to call it that, govern- 
ment charity, if you want to call it that, but I feel strongly 
that it is an essential and proper part of a free enterprise 
system, as in contrast to socialism. 

When you provide a free service to everybody in the United 
States out of the government treasury, that is socializing that 
activity. You have socialized primary and secondary education. 
It is provided out of taxes to anybody who wants it, whether 
they can afford to pay for it or not. 

The Post Office is a socialized business today. But I object 
to extending that socializing principle into the providing of 
medical care. 

SENATOR Pepper: Yet that is what you are doing. You are 
proposing out of the federal treasury, state and local, to give 
the medical services to those who cannot pay for them at all 
and to give the difference between what they can pay and what 
the services cost. 

Senator Tarr: I do not think there is any use arguing. 
I do not think I can state more clearly the position I have 
stated. 

SENATOR Pepper: | say this, and it is my honest observation 
on your measure: With all the great virtue it has, you are 
forced to the logical necessity of saying, “We are only going 
to help the people in the lower income brackets or in the 
admittedly indigent class,” and I had understood before you 
had said there was about 20 per cent of the people who could 
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not pay for medical costs and you were going to try to help 
those people. That is perfectly consistent with our traditions 
and our past practices. But that ought not to be sold to the 
American people as a plan that wili provide adequate medical 
care to everybody in this country. 


SENATOR Tart: My general proposition is that if you increase 
your doctors and facilities and public health, that the medical 
care will be available to those who can pay for it with entire 
adequacy. I think practically it is available today with ade- 
quacy. But I think it can undoubtedly be improved, and I think 
also that you can meet a particular problem of emergency 


illness by making available voluntary insurance to everybody 
who wants it. 


SENATOR PEPPER: When you pass above the 10 per cent 
or 20 per cent, there are about 10,000,000 people in the country 
who earn less than $1,000 a year; you would have to include all 
those people and, I suppose, everybody who earns less than 
$2,000 a year. 


SENATOR Tart: I think your figures are obsolete today, 
Senator. Those income figures have all changed, and they are 
not satisfactory. 


SENATOR PepreR: When you get above the admittedly 
indigent class in the case of catastrophic illness that comes to 
beset a family or an individual, you are going to have to give, 
if you carry out your objective here, assistance out of the 
federal treasury, state and national treasuries, to at least 
two thirds of the people of this country, and that is going to 
cost a large sum of money from the federal treasury. 


SENATOR Tart: Yesterday Mr. Kingsley made the statement 
that the average income of half of the families is $3,000. There 
are about 35,000,000 families, so I think you will find that my 
figure of 20 per cent is not far wrong. 

I would be perfectly willing to admit, that perhaps an addi- 
tional group of people, by reason of a catastrophic illness or 
accumulated illness in a family, become unable to pay, so you 
would add 5 per cent more. It might be 25 per cent of the 
population. The costs under the British Government plan, 
which government adopted your plan in effect, were 60 
per cent more than they planned. They had to increase the 
budget 60 per cent. 


SENATOR PepreR: Because people rushed in to get dental 
and medical care they never had a chance to get before. 


SENATOR Tart: I have a letter from an English doctor 
that I thought was rather interesting on that subject. It is 
from a doctor in St. Lawrence’s Hospital, Caterham, Surrey, 
dated April 12, 1949, addressed to me. It reads: 


I am of course a stranger to you. My only excuse for seeming to 
interfere in the future policies of the United States is that I spent my 
childhood and college life in and around Boston, Mass., up to the 
presidency of your esteemed father. 

I am a physician and | wish to do what little I can to warn the 
people of the United States to avoid a National Health Service as it has 
prostituted medicine in Great Britain. The poor public has been converted 
into hypochondriacs en masse and it was bad enough prior to July Sth, 
1948, but now it is terrible. 

Doctors’ waiting rooms are packed with Britishers and foreigners 
waiting for a bottle of Epsom salts—cheap iron tonics and cough mixtures, 
false hair, spectacles, false dentures and some chemists are persuaded to 
substitute beauty preparations for prescriptions. 

The above is not, however, the worst. This service has led to a 
marked determination in the treatment of the sick people—the doctor who 
is paid about $4.00 a year for each person is so busy that he has no 
time to examine them. 

It is not a question of stripping the patient to the skin—the patients 
now are either not examined at all or are examined with their overcoats on, 

But in reality this does not worry the average patient. A visit to the 
Panel Doctor becomes almost automatic and he wastes up to 4 hours 
waiting for his turn and usually demands his favorite bottle of medicine. 

Thus the doctor has deteriorated to being the patient’s obedient clerk, 
Millions of dollars are wasted every year in useless and cheap medicine 
which is a danger to the public and a source of income for the drug store, 

This is paid for by a compulsory levy of $1.25 a week. When the 
patient is too sick to work he gets $6.25 a week which is not sufficient to 
pay for a furnished room of a very low standard over here. A very 
ridiculous sum; if a commercial insurance company charged the same 
the patient would receive $35.00 a week for 11 months and $15.00 per 
week indefinitely afterwards, 

I would be pleased to help to fight this impending injustice in the 
United States. 


SENATOR PeppeR: That doctor did not add what income 
he was making, did he? Since we at this table, you and your 
distinguished colleague, are not entirely insensible to political 
considerations, we might be interested in knowing that the 
Conservative Government has not dared to attempt to repeal 


718 


or advocate the repeal of that system, and recently there was 
a member of the House of Commons belonging to the Labor 
Party. a Labor Lord, who was here, and a member of the 
Conservative Party, who is not at all in sympathy with the 
general program of the Labor Party, all three told us that 
the health legislation in England did more to win for the Labor 
arty a recent election in a Conservative middle class con- 
stituency than anything else they had to rely upon in that 
election. 


SENATOR Tart: I notice the Labor Party, however, suffered 
rather a serious setback in two recent local elections. Possibly 
the people may have changed their minds. This is a national 
medicine, as against local and state control. This is govern- 
ment medicine as against the existing system, which I believe 
has been a successful system on which we should work for 
improvement. 

You would have to have a tremendous body of clerks to keep 
count of about 70,000,000 different medical services every year 
in the United States. If you do that, then you pass to a 
system in which a certain number of patients, some hundreds 
of patients, are assigned to every doctor and go through on 
a perfectly automatic basis. 

This is no reflection on the medical service of the Army 
and Navy, but the G.I.’s that I have talked to who got medical 
treatment, apart from the battle stuff, which, of course, was 
exceptional, were certainly exceedingly unfavorable. I do not 
think any of them felt they were getting any personal con- 
sideration whatever. 

I think the result of the system is bound ultimately to lead 
to a salaried doctor force. 

The International Labor Office, which is the principal interna- 
tional proponent of sickness insurance, admits this insurance is 
not really insurance and will not remain so for long. In their 
book entitled “Approaches to Social Security,” they say this: 


The fact is that once the whole employed populatton, wives and children 
included, is brought within the scope of compulsory sickness insurance, 
the great majority of doctors, dentists, nurses, and hospitals find them- 
selves engaged in the insurance medical service, which squeezes out most 
of the private practice on the one hand, and most of the medical care 
hitherto given by the public assistance authorities, on the other. The 
next step to a single national medical service is a short one .. . 


I think inevitably what we are proposing here at a cost of 
$5,600,000,000 a year or more is the providing of free govern- 
ment medicine, free medical service, through government em- 
ployees. I cannot see any outcome to it except ultimately the 
direct employment of all doctors on a salary who are engaged 
in this particular work. 

In general our bill is based, as I say, on the theory that 
we will fill up the gaps in the present system, which has been 
a successful system, try to improve it in every way, spend 
energy on improving the public health services, in preventive 
medicine. I do not think we should throw away a successful 
American system and begin all over again on a new kind of 
medical system which has not, at least up to date, proved to be 
a success in any country in the world 

SENATOR Pepper: You do not advocate or never have advo- 
cated repeal of the present Old Age and Survivors’ Insurance? 

Senator Tart: No, but I would rewrite the whole thing, and 
I would be in favor, I think, under the present system of fixing 
it at a low rate and then making available a voluntary system 
to everybody who wanted to go above that, to integrate with 
that all of these other plans that are set up by this company and 
that company or by this union and that union. The whole 
subject ought to be, in my opinion, completely reconsidered, 
and I hope the Congress may do it. 

SENATOR Pepper: Js there any outstanding difference between 
your proposal and 1679? If a person wants to get medical 
or hospital or dental care under your bill and he wants public 
health to pay the bill, he has to satisfy some social worker 
or what some would call a bureaucrat as to his inability to 
pay, and he has got to make a disclosure about all that he 
has and all he can make. There are many people who do not 
like to come in and say they are either paupers or to a degree 
incapable of paying their bill. 

Senator Tart: This is an attack on the so-called means 
test. 

Senator Peprer: I know it, but if the Senator will let me 
present the other, that is what everybody has to do who gets 
any benefit under your bill; whereas, under 1679, he has his 
income, he may be self employed, then he becomes entitled by 
virtue of having payments—and the poorest person 
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who is employed gainfully by paying a percentage of what he 
makes is brought within the system—he is freed of the ignominy 
of having to meet the means test. Those distinctions de exist, 
do they not? 

SENATOR Tart: No, because your system does not take care 
of your indigent. The indigent have to take a means test to 
prove they have not any money. 

SENATOR Pepper: That is somebody who is not employed. 

SENATOR Tart: Yes, but they have to take that test. 

SENATOR PeprpeR: We separate those people. They are not 
in this bill. 

Senator Tart: The second thing is this: What is this means 
test? We have it in every provision for taking care of people 
who are not able to pay for what they get. We have it in 
housing and it is not any longer a difficult thing. Practically 
everybody pays an income tax. What it amounts to today is: 
What is your income? What are your wages? That is the 
extent of the means test in housing, that is the extent of the 
means test practically in any field today. You do not have that 
kind of searching examination that social workers used to give 
under the relief program. 

One has already made a return to the federal government. 
What a man’s income is today is perfectly ascertainable. That 
is what we base our housing on. Everybody who goes into 
public housing has to give those figures. They are not humili- 
ated. All they have to do is go in and say, “I am employed 
by so-and-so, and these are my wages.” 

SENATOR Pepper: If that is the criterion, why not tell the 
American people that your proposal proposes to give help to 
—— making less than $2,500 a year or making less than 

SENATOR Tart: That is not the rule. There would be dif- 
ferent rules in different places, different rules in different states. 
It would be gradually worked out. I certainly would not want to 
prescribe a national figure any more than in housing. One of the 
big objections of the real estate interests is that they want a 
national figure. We said every state and every city is different, 
as is the case here. 

SENATOR PeprperR: You agree that the one who pays the 
tax, whatever you call it, under 1679 dves not have to be 
subject to a means test by a social worker or a bureaucrat? 


Senator Tart: No, and neither does anybody else. This 
means test is just a red flag. It is something which is at the 
base of our aid to those who are unable to pay, our aid in 
relief, our aid in housing, our aid in medical care today. You 
have the same thing in every general hospital in the United 
States today. 


SENATOR Humpurey: Is it not true that the degree of 
indigency is always variable? 
SENATOR Tart: Yes. 


SenatorR HumrHreY: You do have this flexibility all the 
time as to just where the lines are of application of your partic- 
ular plan. 


Senator Tart: You have a choice. Either you have a 
means test or you give your service free to all people in the 
United States, and that means that instead of paying, I would 
say, $1,200,000,000 for free medical care, you are going to 
have to pay $5,600,000,000, plus a lot of state assistance. You 
have the choice between socializing the service and adopting 
a means test. 

SENATOR HUMPHREY: I am not in opposition to your plan 
as far as it goes. I think the reai argument is whether or 
not this is an adequate extension of medical care to meet the 
health needs of our people. 

Senator Tart: I agree, that is the question, because your 
plan does not take care of the indigent, either. You have got 
to impose a means test there. 

SenatoR HumpHrey: The means test has already been 
imposed in terms of the social agency that just certifies them 
as being available for the insurance plan. 

I would like to go back to one point because, just as you 
said about the means test, it is a bit of a red flag that is 
waved around at times; I think there have been some other 
things that have been said here that are red flags and it would 
be good to get them cleared up. For example, the term “Gov- 
ernment medicine.” Now, under the proposal of the National 
Health Insurance Program the medicine is not government 
medicine, the medicine is free medicine, private medicine ; it is 
administered by private doctors; it is administered in 


Presbyterian Hospital, or Catholic Hospital, or Baptist Hospital. 
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Senator TAFT: It is paid for by the government. 

Senator Humpnurey: It is paid for by the people. 

Senator Tart: No, by the government. The government 
pays for it and the government furnishes that service, and 
somebody in Washington makes all the regulations saying 
what you are entitled to, whether you are entitled to an x-ray 
in this case or that case, whether you are entitled to penicillin 
for this disease or that disease. 

SENATOR Humpurey: That is not the case, you know. 

SENATOR TAFT: That is the case in England. Those are the 
regulations in England. 

Senator Humpurey: This is the United States of America, 
and the bill, S. 1679, provides for local use or for the local 
regulations as to the extent of medical care. 

SENATOR TAFT: No, it dees not. 

Senator Humpurey: And the practice of medical— 

Senator TAFT: It does not. You find it does nothing of 
the kind. The regulations are made by the National Board 
and the state administrators have nothing to do except comply 
with the regulations of the National Board. 


SENATOR HumpnHureY: The matter of the standards of 
health care and the cost of payment are determined by local 

rds. 

SENATOR TAFT: Not at all. 


Senator Humpurey: Only administrative regulations as 
pertains to the use of the money and to the payment of the 
money are made by the national office, and I think that ought 
to be crystal clear. One other thing I want to point out is: 
We need a definition of the word “socialism.” I have heard 
this word “socialism” kicked around. What is the orthodox 
meaning of “socialism” ? 

It is not what we have been talking about here this morning. 
It is state ownership of the means of production and distribu- 
tion. That is basic, elementary economics from Garver and 
Hansen, Text Book, Economics No. 1. 

Now, if there is any socialized medicine in this country, it is 
to be found in a municipal hospital. If there is any socialized 
medicine, it is in a state hospital or in a university hospital. 
If there is any other socialized medicine to be found, it is to 
be found in the Veterans hospitals. 

Senator Tart: I do not agree at all. 


Senator Humpurey: Whether you agree or not, the point 
is the economists define socialism as state ownership of the 
means of production and distribution. 


SENATOR Tart: If the Government undertakes to levy all 
the taxes and furnish free educational service, then they have 
socialized education. 


Senator Humpurey: They hire the teachers and they own 
the buildings, they own the means of production and the means 
of distribution. Under this program they do not hire the 
doctors, nor do they own the hospitals or the drug stores. 

Senator Tarr: Under this program they do hire the doctors 
and they own many of the hospitals, and they can employ 
private hospitals, if they wish to do so. 

Senator Humpurey: That is the present situation. This 
program does not provide for the government ownership of 
hospitals. It does not provide for the government hiring of 
the doctors. 

Senator Tart: But it provides for the government paying— 

Senator HuMmpureYy: —money for paying hospitals and 
dcotors. 

Senator Tarr: It provides for the government paying 
everybody’s hospital bill and, smarennre, it socializes the furnish- 
ing of medical service. 

I do not think there can be any question that this is the 
socialization of medicine and also the nationalization of med- 
icine. Whether this is desirable or not, is a legitimate argument, 
but that is what it is. 

Senator HumpHrey: When we discussed federal aid to 
education, there was testimony that in the State of Vermont 
there were certain private academies and that under the Federal 
Aid to Education bill this money would, through the state 
department of education, go to those private academies. 

Are you going to say that those private academies, supported 
by tax funds, are the same thing as a public school system 
where the teachers are hired by the state department of educa- 
tion, where the buildings are owned by the local board of 
education? We made a differential. 
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Senator Tart: Of course, it is not the same thing, but, on 
the other hand, that education in those schools is furnished 
free to those children by the State of Vermont and, therefore, 
their education is socialized to that extent, at least. I suppose 
the actual ownership of the school may make it more extreme 
socialism than otherwise. 

SENATOR Humpurey: Let us assume that every single person 
in the United States, by some magic, took out a policy with 
Metropolitan Life Insurance Company for complete hospital 
and medical care. Would that be bad? 

SENATOR Tart: I think it would be a great mistake. 

Senator Humpnurey: I am happy to hear your point of 
view on it. I think it would be quite wonderful if the cost 
was not too much. 

Senator Tart: I think there is a good basis for healtin 
insurance, for voluntary insurance, in a large group of popula- 
tion, but I would say not all of them. 

SENATOR Humpurey: Of course, this plan provides for about 
85,000,000 people. 

SenaAToR Tart: This interests me. I probably have had less 
trouble than most. Usually I have to go to doctors for colds. 
Why should the government furnish me with free medical 
service for colds? I would have been just as well off if I 
had gone to bed and not gone to a doctor in every case. I do 
not see why I should buy insurance to have that provided free 
because that is what the insurance rates would be based on: 
the fact that a lot of people want to do that and go when 
it is not necessary to go. 

It would be unfortunate to have everybody in the United 
States take out voluntary insurance, because there are a lot of 
people who find it much cheaper not to do it. 

SENATOR Murray: Senator, I took out health and accident 
insurance about forty years ago and carried it until I got to 
be 65, and then discontinued it. 

Senator Tart: [| took out a disability insurance policy 
when [ was a fairly young man, and I was paying $170 a year 
and have been ever since and never got a cent back. I got to 
the point where it was going to run out, too. That is all right. 
I think probably at the time it was justified, but if I had not 
taken it out before I was 40 or 45 years old, it would have 
been a mistake. 

SENATOR Humpnurey: You used the term “free medicine.” 
What do you mean by “free medicine’? When you are col- 
lecting $6,000,000,000 in taxes, it is not free, is it? 

Senator Tarr: You pay for it through taxes. 

SENATOR HUMPHREY: Just like public schools. 
whether one has children or not. 

Senator Tart: If you pay for things, you pay for the 
thing you buy at the time you buy it. If you are taxed, you 
pay for it in taxes. But as far as providing that particular 
service, it is free at that time. You can take it or not, and you 
do not pay a cent for it, and that influences a lot of people 
to go and get it free and if they had to pay for it, they would 
never go and get it. That is why you have had the tremendous 
run on the doctors in England. 

To go back to the question in regard to the regulations, 
1679, page 107, says that this National Board “may by regula- 
tion limit for a specified period the services which may be 
provided as benefits, or modify the extent to which, or the 
circumstances under which, they will be provided to eligible 
individuals.” 

It is absolutely necessary, if you are not going to have the 
expense run away with you, to limit that service, to say that 
a doctor cannot prescribe a very expensive medicine except in 
certain cases, just as the British Government does today. You 
have got that problem. You have got the problem right now 
of the fiscal officers in the British Government telling the 
hospitals that they cannot have so much money next year. 
They have to cut down this or that service and change the 
regulations. 

I do not know whether they will provide free toupees and 
free eyeglasses or not, but those things are all going to be the 
subject of national regulation under this bill, and every state 

and every local officer is going to have to be bound by it. 

SENATOR Humparey: The reason for that is to eliminate 
abuses. 

Senator Tart: You have got to do it. That does not cha 
the fact that you do it and that you have a completely 
regulated national system. 

SENATOR HUMPHREY: 


One is taxed 


They surely regulate the kind of 


medicine that you are talking about. If you have ever spent 
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one day or one hour in a general hospital, you know there are 
all kinds of regulations as to the kind of services that are 
offered. 

Senator Tart: Those are the things about getting free 
service. If you pay for it, you get what you want. 

Senator Humpnurey: Even in the best hospitals you get that 
kind of regulation. You have standard medical practice in the 
best hospitals. I spent a good share of my life filling prescrip- 
tions, and I can assure you I have some idea about the kind 
of medical care that is offered in even the best hospitals. 

SENATOR Murray: What I am afraid of is that under your 
bill, if you are going to provide socialized medicine for 20 
per cent of the people, the other 80 per cent, observing that 
situation, are going to begin to demand that socialized medicine 
be extended to the rest. 


SENATOR TAFT: One great trouble about all welfare service 
is that you may gradually lead the people to think the govern- 
ment should support them all and to pay all their expenses. 
If you get to that point, you have lost the whole system of 
liberty in the United States, because when the government 
supports them all, it will tell them how to live, and that is 
the reason I am opposed to extending it further than we have 
already. We have got a pretty good extension. In a way we 
are now taxing about 25 per cent of the people’s income, and 
to that extent we have taken away their freedom, and they 
have got 75 per cent of it left, to spend their money the way 
they want to spend it. I hate to see that go further in any 
substantial amount. I think we can afford $300,000,000 for 
this job. 

SENATOR Murray: I think, Senator, that the other 60 or 
80 per cent of the people who will be observing this socialized 
medicine that you are providing are going to move in and 
demand that it be extended to the country. 

SENATOR Tart: You may be right, but that does not make 
the demand right. 

Senator Murray: Already the labor organizations of the 
country are beginning to demand that their health be taken 
care of and the health of their families through increased wages 
and provisions for health and security, so that it seems to me 
that our bill is the more reasonable bill, the bill that is going to 
er a system of medical care in which the people pay 
or it. 

SenatoR HumpuHrey: I think, Senator, that a payroll tax 
is a restriction and is an impediment to the ever increasing 
demands of people for more and more services. Where you 
can take a lump sum out of the general treasury, there is no 
doubt in my mind that is a greater inducement to people’s 
thinking they do not have to pay for it, but when they see 
it deducted from their check every week, they know they are 
paying for medical care. 

_ Senator Tart: They go in at the time of the next bargain- 
ing settlement and make the employer pay that much more, and 


they usually will. He has to look at it as take-home pay, just 
as they do. 


Statement of Honorable Lister Hill, United States Sen- 
ator from the State of Alabama, Accompanied by 
George Bugbee, Executive Director, Ameri- 
can Hospital Association 


Senator Hitt: I have with me here this morning Mr. 
George Bugbee, executive director of the American Hospital 
Association, who has made a great contribution in the drafting 
and the work on this bill that I shall discuss. 

Through the Senate Committee on Labor and Public Wel- 
fare, of which we are all members, the Senate and the Con- 
gress of the Uniied States have the opportunity to enact 
legislation and do more for the health of the American people 
than any Congress in our history. 

On us rests the responsibility to give the Senate a legislative 
program that can be put into operation promptly and effectively 
and meet the urgent health needs of the nation. 

We can give recognition to the importance and complexity 
of the health problems of our modern industrial civilization by 
creating a Federal Department of Health and Welfare. The 
Secretary of Health and Welfare would give new direction 
and new coordination to the functions of our federal agencies 
for health. He would provide the leadership and speak with 
the authority of a member of the President’s Cabinet. 

With the passage of the Hospitals Survey and Construction 
Act in 1946, the nation undertook for the first time a nation- 
wide program of planned and coordinated hospital construction. 
Today nearly eight hundred hospitals, health centers, nurse 
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homes and other hospital facilities are being built or have been _ 
approved for construction under the Act. 

Recent hearings on S. 614 to amend that Act, held by the 
subcommittee of which I am chairman, have revealed that even 
this program of construction must be enlarged to meet the 
need for hospitals and health centers. Unless the program is 
enlarged federal participation will not keep pace with the 
rapidly expanding programs of the states. Our subcommittee 
plans within the next few days to submit to the full committee 
a favorable report on S. 614 to double the amount of federal 
aid, increase the aid to individual projects and permit the 
states to channel greater aid into their low income or rural 
counties and communities. 

Preventive medicine through the public health services is 
a basic part of any modern health program. Yet last year some 

,000, Americans had no public health service. Another 
85,000,000 had only doubtful pretection from inadequately 
financed and understaffed health units. And only 10,000,000 of 
our 146 million people had the protection of full time, pro- 
fessional health departments. 

Hearings on S. 522, the bill to provide increased federal aid 
to local public health units which our subcommittee plans to 
report favorably within the next few days, have convinced the 
members of our subcommittee that the ramparts of national 
health begin in the local health offices. Yet only one in ten 
of the local health offices is staffed and financed to carry on 
a reasonably adequate program. The strategic and vital impor- 
tance of local health offices to the nation’s health was emphasized 
at our hearings by Dr. James E. Perkins, managing director of 
the National Tuberculosis Association. Dr. Perkins declared: 


The National Tuberculosis Association has long held the opinion that 
effective tuberculosis control can be achieved only if there are adequately 
staffed and adequately financed full time local health services. We know 
enough about tuberculosis today to rid our nation of the disease if there 
were local health officers and public nurses in the field to follow up 
each case and assure treatment. The chief function of our Association 
is educational. But education falls down if there are no x-ray machines 
and other facilities and not enough people in the local health agencies 
to actually doe the work. 


The Senate, as we know, already has passed and sent to the 
House the School Health Services bill reported by our com- 
mittee, the Committee on Labor and Public Welfare, which 
provides for medical and dental examinations for every school 
child and, in some cases, medical and dental treatment. Through 
this measure and S. 522, the local Public Health Services bill, 
we can carry to the grass roots—farm and cross roads, town 
and city—protection against tuberculosis, malaria, typhoid and 
undulant fever, syphilis, infantile paralysis and the epidemic 
diseases. We can discover and correct many of the physical 
defects and ailments in our children at the all-important school 
age. 

Medical research is health protection for tomorrow. The 
medical colleges, the privately endowed foundations and many 
private industries are carrying on great research work. The 
federal government is lending its support to research through 
the National Institute of Health, the National Heart Institute, 
the National Institute of Dental Research, the National Mental 
Health Act and the Atomic Energy Commission. I think we 
ought to go forward, and in many other fields that is a 
challenge for the federal government to help and do research 
work. 

The Senate Committee on Labor and Public Welfare reported 
to the floor and guided through the Senate the National Science 
Foundation bill. This bill must be passed by the House and 
signed by the President, and provide a single agency for 
correlating and coordinating the vast research of the nation. 

The success of our health programs is ultimately dependent on 
the training and experience and qualifications of the people 
who direct the programs. The finest hospitals and health centers, 
the ultimate in medical knowledge, are useless without doctors 
and nurses and trained workers. 

America is suffering a man power shortage in the field of 
health. There are less than 200,000 active physicians for a 
population of some 146,000,000 people. The shortage of, dentists, 
nurses, technicians and public health workers is equally serious. 
I strongly urge a comprehensive program; this committee 
has before it as one title in this bill that matter, and I hope 
they will bring. forth a separate bill on this question of 
federal aid for scholarships, for grants to the schools and 
colleges for additional teachers, and grants to the states for 
expansion and construction .of medical schools to train the 
doctors, dentists, nurses, sanitary engineers, technicians and 
health workers of all kinds that are so badly needed. 

Surely, as the Senator from Ohio said in his statement, a 
bill of this character should. be reported to the Senate by. this 
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committee so that the Senate can act on it in this session of 
Congress, looking to its enactment at this session of Congress. 

Our committee should not forget that the underlying founda- 
tion of the health of any nation is the soil and the food we 
obtain from the soil. I believe the committee will agree that 
an essential part of any health program must be steps to restore 
and maintain the health-giving minerals and nutrients of the 
soil—the objective of the National Soil Fertility bill, which 
some of us are sponsoring in the Senate. 

There is a further step necessary to a comprehensive program 
of health for the American people—the provisions of adequate 
hospital and medical care for the individual. 

This is the objective of S. 1456, the Voluntary Health Insur- 
ance bill sponsored by myself and Senators O’Conor of Mary- 
land, Withers of Kentucky, Aiken of Vermont and Morse of 
Oregon. You are familiar with the Hospital Survey and Con- 
struction Act and its program. The Voluntary Health Insur- 
ance bill will perform the same initial service in providing 
hospital and medical care that the Hospital Survey and Con- 
struction Act is now providing in the building of hospitals and 
health centers. 

The bill will not do this through a strange and untried sys- 
tem of compulsion. The bill strengthens and builds upon our 
existing medical institutions—the tried and tested methods of 
American medical practice and the voluntary prepayment health 
insurance plans which more than a third of our people have 
found effective and trustworthy. 

The sponsors of the bill believe that the present system of 
medical care has been too valuable, too effective and too useful 
through the years to throw it aside for a new system which 
might not work. We sharply disagree with the statement of 
Mr. Kingsley yesterday that this present system is totally inade- 
quate for the American people. We believe it is the course of 
wisdom first to examine our existing health and hospital and 
medical resources. Then to strengthen and build upon them. 
This the bill will do. 

The purpose of S. 1456 is to bring adequate hospital and 
medical care within the reach of every American through the 
_system of voluntary participation in prepayment health insur- 
ance plans. The bill will provide government-supported member- 
ship in health insurance plans for those who cannot pay. It 
will stimulate and encourage participation by self-supporting 
persons. It provides for surveys which will be the basis for 
programs to meet the shortage of doctors, especially in rural 
areas, and to determine the need for additional diagnostic facili- 
ties and the need for additional facilities for treatment of men- 
tal illness, tuberculosis and chronic diseases. 

The federal phases of the program will be administered by 
the Surgeon General of the United States Public Health Ser- 
vice. Within six months after enactment of the bill the Surgeon 
General shall issue broad regulations—these are broad regula- 
tions such as we have today under the Hospital Survey and 
Construction Act, and the committee knows these are really 
broad, laying down broad policies, with the real control and 
administration in the hands of the states. These broad regula- 
tions establish: the general standards of eligibility of persons 
unable to pay subscription charges for health insurance; 
the general types of hospital and medical care to be provided 
under the program; the general standards for participation by 
voluntary prepayment plans; the general standards for partici- 
pation by nonprofit prepayment plans; the general methods of 
encouraging and assisting in popular enrolment in the prepay- 
ment plans within the states. 

A Federal Hospital and Medical Care Council composed of 
ten persons—two doctors, two hospital administrators, two pre- 
payment plan officials and four representatives of consumers— 
will share responsibility with the Surgeon General in develop- 
ing these broad policies of the program. 

In the states the program will be administered by a state 
agency, which may be the same agency now administering the 
Hospital Survey and Construction program in the state. This 
agency will have a counci! with representation similar to that 
of the Federal Hospital and Medical Care Council. 

Within the states—and I want to emphasize this—regions will 
be designated in which complete hospital and medical services 
should be made available. In many cases these regions already 
have been established under the operation of the Hospital Sur- 
vey and Construction Act. Within each region a Hospital and 
Medical Care Authority will operate as a unit of the state 
agency. The regional authority will be composed of 
residing within the region and shall include representation from 
as broad a segment of the population as possible. The regional 
authority will encourage coordination of all health facilities and 
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services in the region and will recommend means for their 
effective use in serving the areas. 

I cannot overemphasize that matter of coordination. As 
Senator Taft recalls, we had testimony as to what has been done 
in Rochester, N. Y., and that area in the coordination of hos- 
pitals and facilities in and around that outlying area. We also 
had testimony about certain coordination down in North Caro- 
lina, all of which was most interesting and challenging, show- 
ing what can be done if you tie those hospitals, those diagnostic 
facilities, the clinics and these other facilites together so as to 
provide a well rounded medical care program available for all 
the people. 

The Voluntary Health Insurance program will be financed 
through federal funds and a variable percentage of funds pro- 
vided from state and local sources under the formula used in 
the Hospital Survey and Construction Act. This formula allo- 
cates a greater percentage of federal funds to the states with 
lower per capita income. 

The immediate aim of S. 1456 is to provide protection for 
people of limited income by giving them service cards in volun- 
tary prepayment plans which will entitle them to the same kind 
of hospital and medical care as those who are able to purchase 
such protection on a voluntary basis. 

The plan has three advantages. In the first place, it has 
been too often the case that persons receiving care at govern- 
ment expense receive an inferior quality of care which has often 
been called “charity care.” By providing service cards to these 
people we avoid the necessity of identifying them as recipients 
of government assistance at the time they need hospital care, 
and we provide that they receive the same high quality of care 
as is today available to persons who purchase prepayment pro- 
tection. 

The second advantage is that an individual may apply for 
prepayment protection for himself and his dependents at any 
time, whether or not hospital and medical care is needed at 
the time. The determination of need is made easier and does 
not complicate an emergency situation. There is criticism of 
the “means test” because of the embarrassment and delay to 
an individual at the time he is ill. 

The third advantage is that persons of limited income are 
encouraged to pay part of the cost of their hospital and medical 
care. Medical protection would be assured, however, through 
the state health insurance agency while the individual contrib- 
uted to his protection within his own financial limits. It is 
important that we maintain this sense of individual responsi- 
bility. The independence of our people has been America’s 
strength and this is one way to maintain and encourage that 
independence. 

Another basic purpose of the bill is to stimulate and encour- 
age every self-supporting citizen to protect himself and his 
family against the cost of hospital and medical care by volun- 
tary enrolment in prepayment plans. 

The mostly costly illness the average person is likely to 
encounter is that requiring hospital care. The cost of hospital 
or medical care under existing prepayment plans runs about 
$5 a month for the worker and his family. The hidden costs of 
a government program would in the end be a greater burden 
on the average person. We can only imagine the infinite and 
vexing details of control that would have to be established for 
operation of a vast compulsory system affecting the lives and 
health of all the American people. 

About a third of the American people now have some form 
of health protection through voluntary health insurance plans. 
A recent survey shows that an estimated 52,500,000 persons 
are protected by voluntary hospital coverage; more than 
26,000,000 have voluntary surgical expense coverage, and nearly 
9,000,000 have medical expense coverage. More than 31,000,000 
of the nation’s 58,000,000 employed civilians are insured under 
some form of voluntary protection against loss of income due 
to sickness or accident. 

These plans have been built up under which a third of the 
people have some form of coverage and there has not been, so 
far as I have been able to observe, any great campaign of any 
kind to build them up. I never hear anything about these plans 
on the radio, I do not see anything about them in the news- 
papers; there has not been any great effort to build up these 
plans. These plans can be built up. And that is what I want 
to see done. want to see the American people do this job. 
The fact that there has been very little or no encouragement, 

certainly no campaigns on behalf of these plans, if there 
is a place in our American way of life for the voluntary sys- 
tem, here is a voluntary program that cannot be ignored. 
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With universal participation voluntary health plans can pro- 
vide more comprehensive protection than they do now, that is 
self evident. The more members they have, the more, mem- 
bers are taken in, the more extensive can be the profection 
they give. The bill gives assistance to the states to survey the 
extent of enrolment and to develop methods of broadening pro- 
tection and increasing the number of persons enrolled. The 
bill provides for payroll deduction of subscription charges for 
federal employees who request it, and encourages similar volun- 
tary deduction for state and local government employees. 

The greatest impetus, I think the life insurance companies 
will tell us, that was ever given the life insurance in this 
country was when the United States Government established 
War Risk Insurance during the World War. By that act of 
the government the people became insurance conscious and 
thousands of persons bought life insurance who never bought it 
before. Whenever you provide for membership by your fed- 
eral employees and your state and city and county employees, 
you have given a tremendous impetus, you have given a great 
impact to voluntary prepaid insurance. 

Senatok HumMpurey: The Social Security Act had that 
effect, too, did it not? 

SENATOR Hitt: It did. When persons enrolled in prepay- 
ment plans become unemployed, subscription charges will be paid 
during the period of unemployment compensation. In other 
words, when they are unemployed, these subscription charges 
will be carried on for them just as though they were on some 
payroll. 

in its broadest effect the bill will stimulate the coordination 
and full use of the nation’s health resources. The bill does this 
by assisting the states to survey their needs and to integrate the 
use of their hospitals and medical facilities in order to provide 
the greatest possible service for the greatest number of people. 

In this the Voluntary Health Insurance bill follows the tested 
pattern of the Hospital and Health Center Construction Act. 
Before ground was broken or foundations laid for a single hos- 
pital, the first year under that Act was spent taking inventory 
of hospital and health center needs in each state. Once the 
facts were in hand, the states were able to move promptly with 
a construction program suited to their particular needs. 

The proposed surveys under the Voluntary Health Insur- 
ance bill will, 1 am sure, reveal different needs for different 
areas. Some areas may find that the network of hospitals, 
health centers, diagnostic clinics and the supply of doctors and 
nurses and skilled technicians can provide a well rounded 
medical service. Other areas may need additional services or 
facilities in order to provide proper care. Cooperative use of 
certain facilities may be desirable for some areas. All of these 
matters can best be determined by the people right on the scene. 

The bill provides that the federal government pay half of the 
cost of the following types of surveys by the states and the 
local communities : 

Surveys of existing diagnostic facilities. Proper diagnosis 
is a necessary element of medical care and the growth and 
development of diagnostic clinics will be encouraged, espe- 
cially in rural areas, so that such services will be available to 
everyone. 

Surveys of existing facilities and services and financing for 
mental illness, tuberculosis and chronic diseases. The surveys 
will provide the basis for programs to increase and improve these 
facilities, at present considered primarily a state respsonsibility. 

Surveys of areas which at present do not have adequate medi- 
cal care because of economic inability to support a medical 
practice. We know that many areas, especially rural sections, 
have not been able to attract the doctors they need, and this is 
a matter of deep concern to all of us. 

When the states have determined their needs, the states and 
the federal government then can and must take definite, intelli- 
gent action. From our experience with the Hospital and Health 
Center Construction Act we know that the surveys have led to 
specific programs to meet the deficiencies revealed. 

It is the responsibility of this committee to submit legislation 
on which the Senate and the Congress can act. The health 
needs of our people demand action. 

S. 1456 is a bill that can be passed, and passed now. The 
reaction to S. 1456 shows the people are ready for this program. 
It has general support and it has approval from the medical 
and hospital professions—whose aid and cooperation are essen- 
tial to the success of any broad program of hospital and medi- 
cal care. 

The Voluntary Health Insurance bill builds on our traditional 
medical practices and makes use of our free American medical 
institutions. 
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There can be no doubt about the fact that, under these prac- 
tices and under our free American medical institutions, our 
people have enjoyed the highest quality of medical care of, 
certainly, any comparable nation in the whole world. The bill 
enlists the voluntary prepayment health insurance plans which 
now serve a third of our people. 

The program under the bill can be put into operation immedi- 
ately to benefit those most in need of hospital and medical care. 
We have the doctors, nurses and hospital facilities to proceed 
with the program. At the same time, the bill recognizes the 
practical limits to the medical care which can be immediately 
provided and does not precipitate the nation into a program of 
universal medical care definitely beyond the capacities of our 
present health resources. 

The bill is flexible and fosters the growth of the national 
health program to meet new needs and new conditions. As 
present programs go forward and increase the number of doc- 
tors and nurses and provide additional hospitals and clinics, we 
can provide in an orderly manner for expansion of the services 
which will be made available under the bill. 

I have faith in the American people—their wisdom, their 
self reliance, their ability to do for themselves. The more we 
challenge and encourage and stimulate the people, the more they 
will respond, the more they will do for themselves. 

The Hospital Survey and Construction Act has been inspir- 
ing proof of the ability and the desire of the people to act for 
themselves. Among the forty-eight states, Mississippi and 
Alabama and North Carolina have perhaps the finest programs 
for hospital construction. Yet these are among the lowest states 
in the income of their people. 

Through the Voluntary Health Insurance bill the federal 
government will give financial aid and encouragement, leader- 
ship and wise guidance to the medical care program. But we 
rely on the initiative and ability and resourcefulness of the 
people by placing full control and administration of the pro- 
grams in the hands of the states and the local communities. The 
details of the programs will flow from the needs, the customs 
and the determinations of the people. Democratic government 
must be government “by the people” as well as government 
“for the people.” 

This Eight-First Congress has the opportunity to stand with 
the great Congresses of American history—with the Sixty- 
Third Congress of Woodrow Wilson’s first term, which enacted 
the income tax law, the anti-trust law, created the Federal 
Trade Commission and the Federal Reserve Board, and pro- 
vided for popular election of United States Senators; with the 
Seventy-Third Congress of the historic Hundred Days in 1933, 
which with bipartisan support enacted the many great laws that 
lifted our nation from depression, and with the Seventy-Seventh 
Congress, which with bipartisan support responded to Pearl 
Harbor. with the laws that mobilized our nation for global war. 

Senator Tart: What is the matter with the Eightieth 
Congress ? 

Senator Hitt: Well, since the Senator has asked the ques- 
tion, I would like to answer it off the record. 

[Discussion off the record.] 

Senator Tart: The Seventy-Ninth Congress passed the 
hospital bill. 

SENATOR Hitt: The Seventy-Ninth was outstanding. The 
health of the people is the greatest resource of any nation. 
We can render no greater service to the people of America, 
and to the people of the world who look to a strong America 
for leadership to peace, than to enact this legislation for the 
health, the strength, the self reliance and the happiness of our 
nation. 

Let the Senate Committee on Labor and Public Welfare— 
our committee—give leadership and bring forth the legislation 
to make this Congress the great health Congress. 


(To Be Continued) 


Coming Medical Meetings 


American Association of Railway Surgeons, Chicaga, Drake Hotel, June 
te 2. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
ecretary. ‘ 


Montana State Medical Association, Butte, Aug. 1-4. Dr. Herbert T. 
Caraway, 115 N. 28th St., Billings, Secretary. 

West Virginia State Medical Association, White Sulphur Springs, The 
Greenbrier, Aug. 4-6. Mr. Charles Lively, 1031 Quarrier St., rles- 
ton, Executive retary. 
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Washington Letter 


(From a Special Correspondent) 


June 20, 1949. 


National Health Legislation Hearings Resumed 


Congressional hearings -on national health legislation were 
all but at a standstill during the week ended June 18. On 
June 16 and 17, the health subcommittee of the House Interstate 
Committee heard witnesses on federal aid to medical research. 
During the same week the corresponding subcommittee of the 
Senate Labor Committee held no public hearings but, instead, 
held conferences on subsidization of medical, dental and nursing 
education with representatives of the American Medical Asso- 
ciation, Association of American Medical Colleges, American 
Dental Education, American Nurses’ Association and other 
organizations. 

Both Senate and House subcommittees were scheduled to 
resume hearings on full scale beginning June 20 and probably 
continuing with little interruption almost until the session’s 
end. Congress is expected to adjourn late in July, possibly 
early August. 

Witnesses tentatively scheduled to appear before the Senate 
subcommittee, of which Senator James E. Murray is chairman, 
late in June include Dr. George Baehr and Dr. Howard Craig, 
for the New York Academy of Medicine; Dr. Bernard C. Meyer, 
Physicians Forum; Dr. Joseph S. Wall, American Academy 
of Pediatrics, and Dr. E. L. Young and Dr. John Peters, 
Committee of Physicians for Improvement of Medical Care. 


Senators Ives and Flanders Push Their Health Bill 


Favorable action on the national health bill sponsored by 
ten Republican members, the most distinctive feature of which 
is a plan for federal support of voluntary prepayment plans, 
has been strongly recommended by two members of the group. 
They are Senators Irving M. Ives (N. Y.) and Ralph E. 
Flanders (Vermont). Their bill is known as S. 1970. 

“This bill is diametrically different from the compulsory 
health insurance bill offered by the Administration,” said their 
joint statement. “This program would be a voluntary one. 
It would place and preserve primary responsibility for the 
development of adequate health services in the states and local 
communities, where the needs are most accurately known and 
best can be met, rather than at the remote federal level. 

“This pattern of medical service for our people is designed 
to give the maximum in assistance, without regard to an 
individual’s income, and with the minimum of government 
direction, control and centralization. The financial relationship 
among the doctor and hospital and patient will be not through 
government as in the Administration’s proposal, but through 
voluntary health plans.” 


National Science Foundation Bill Indorsed 

Passed by the Senate early in the present session of Congress, 
the National Science Foundation bill (H.R. 4846) was favor- 
ably reported on June 14 by the House Interstate Committee. 
Estimated cost of effectuating the program is $15,000,000 in 
1950 and $25,000,000 annually thereafter. 

“The need to establish a National Science Foundation is 
today more urgent than ever,” said the report. “Our national! 
health, prosperity and welfare and, indeed, our national defense 
are dependent on pushing forward the frontiers of basic science.” 


Committee Approves Wider Use of Indian Hospitals 

On June 14 the House Committee on Public Lands approved 
and sent to the floor for action a bill (H. R. 4815) authorizing 
admittance of non-Indians into Indian hospitals under certain 
conditions. The legislation was precipitated by a “critical 
situation” at Winslow, Ariz., where the town’s only private 
hospital was forced to close because of lack of operating funds. 
Winslow adjoins the Navajo Indian Reservation. 
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“The town’s need for a general hospital is aggravated by 
the fact that Winslow is on a transcontinental highway on 
which numerous traffic accidents occur,” said the committee 
report. “A 50-bed hospital operated by the Indian Service 
has had during the past year an average use of only 29 beds. 
Under existing regulations, the Indian hospital can accept 
emergency cases but must remove such patients as soon as they 
begin to recuperate.” 

H. R. 4815, if enacted, will authorize the Secretary of Interior 
to make Indian hospital facilities available to the population 
on a reimbursable basis and provided that Indians’ health 
needs are properly served. The measure also permits con- 
tractual arrangements for treatment of Indians in private 
hospitals and by private physicians. 


New Department of Welfare Proposed 

The Children’s Bureau and the Office of Vocational Rehabil- 
itation are included among units of Federal Security Agency 
which would be transferred to a new Department of Welfare 
under provisions of a bill (S.2060) introduced by Senator 
Joseph R. McCarthy, Republican, of Wisconsin. The bill is 
the latest of several government reorganization measures now 
pending in Congress, most of which owe their genesis to 
recommendations of the Hoover Commission. Another bill, 
introduced a short time earlier, would transfer U. S. Public 
Health Service (now an F.S.A. component) and practically 
all Army, Navy and veterans’ hospitals to a United Medical 
Administration, a step also recommended by the Hoover 
Commission. 


New Method of Microsectioning Demonstrated 

First public demonstration of a new method in ultramicrotomy 
was conducted June 13 at the National Bureau of Standards. 
The technic, developed at the Bureau by S. B. Newman, Em:] 
Borysko and Max Swerdlow, is described as an inexpensive 
practical means of preparing minutely thin sections of cancerous 
or other biologic tissue for study with either the light or 
electron microscope. 


Eugene W. Scott Executive Head of Committee 

Eugene W. Scott has been appointed as the first fuil time 
executive secretary of the Interdepartmental Committee on 
Scientific Research and Development, whose task is to coor- 
dinate research operations of the various federal agencies. He 
is the holder of a Ph.D. degree in organic chemistry and, until 
his latest appointment, served as assistant executive secretary 
of the Research and Development Board of the National 
Military Establishment. 


Dr. Baumgartner Assumes Children’s Bureau Post 

Dr. Leona Baumgartner was inducted June 2 as associate 
chief of the Children’s Bureau, succeeding Dr. Martha M. Eliot. 
Among her responsibilities will be administration of $18,500,000 
in federal grants to states to improve maternal and child health 
services and services to crippled children. A pediatrician, Dr. 
Baumgartner formerly was in charge of the Bureau of Child 
Hygiene, New York City Health Department. “Her practical 
knowledge of how to do a community health job will be 
immeasurably valuable,” stated Federal Security Administrator 
Ewing. 


Veterans Administration Announces Intern Program 

Plans have been announced by the Veterans Administration 
for maintaining 259 internship positions in 13 of its hospitals 
beginning in July 1950. Two of the institutions will launch 
“pilot” programs in July of this year. They are at McKinney, 
Texas., and Chamblee, Ga., and are affiliated, respectively, 
with Southwestern Medical College and Emory University. - 
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GOVERNMENT SERVICES 


ARMY 


SERVICE FOR DISABLED VETERAN 
DOCTORS 


The Surgeon General has written to physicians who are 
drawing compensation as a result of war wounds and who 
are considered physically able to render professional service, 
inquiring of their willingness to serve the Army Medical 
Department in a civilian capacity. This step was taken in view 
of the Army’s present critical need of physicians and dentists. 
The letters stated, “It is possible for you to be employed in a 
civilian status without conflicting with the Federal Dual Com- 
pensation Status, as you can, in addition to the Civil Service 
pay, continue to receive your disability retirement benefits.” 
Recipients were asked to state their availability, and their first, 
second and third preference for appointment in any geographic 
area or any Army hospital on either a full or part-time basis. 


FOUR NEW MEDICAL GENERALS 


Four brigadier generals received promotion to the rank of major general 
in ceremonies held in the office of Major General Raymond W. Bliss, 
Surgeon General of the Army. Shown (left to right) are Major General 
Thomas H. Green, Judge Advocate of the Army, who assisted Major 
General Bliss in the presentation; Major General Walter D. Love, Deputy 
Chief, Dental Division, Surgeon General’s Office; Major General George 
E. Armstrong, Deputy Surgeon General; Major General Paul H. Streit, 

.. U.S.A., Commanding General of the Army Medical Center; Major 
General me M. Hargraves, Deputy Air Surgeon General, and Major 
enera iss 


NATIONAL GUARD TO PARTICIPATE IN 
GRADUATE PROGRAM 


National Guard medical officers will participate in the regular 
Army’s Graduate Professional Education Program under 
arrangements completed with the Surgeon General. An initial 
quota of ten residencies in orthopedics and three in physical 
medicine has been assigned the National Guard. The courses, 
which will begin on July 1, 1949, will involve a full year of 
graduate professional training at Army General Hospitals at 
full pay and allowances. 

Plans are under study for expanded participation of National 
Guard medical officers in the army program of graduate medical 
study, which provides approved training in the various fields 
of medical and surgical specialties. The National Guard has 
vacancies in Army and Air units of about 1,200 doctors and 
dentists in grades from first lieutenant to colonel. The 1949 
medical and dental graduates have been invited to take advan- 
tage of the opportunities for service and training available as 
medical officers in the National Guard. 


}; A. M. A. 
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OFFICERS ACCEPTED ‘FOR ADVANCED 


TRAINING 


The following Medical Department officers have been accepted 
for advance training by the civilian schools and hospitals indi- 
cated. The first in the list is a colonel, the next two are lieu- 
tenant colonels, the fourth a captain, and the remainder first 
lieutenants. 


Name 
William Amspacher 


Institution Training 
University, Houston, Training in surgery 
Raymond T. Jenkins American College of Chest Course in Diseases 
Physicians, Chicago of the chest 
New York University, New Dermatology and 
York City syphilology 


Thorwaald R. Anderson Univer- Residency in 
y of Nebraska, Omaha pathology 


Orland S. Olsen 


Clifton W. Arrington 
Donald S. Wilkins 
Robert W. Spaulding 


Hospital Train- Residency in 
ing School, Chica medic 

State University of oe Hos- Residency in 
pitals, lowa City anesthesia 


St. Lng 4 s Group of Hospi- Residency in 
tals, St. Louis urology 


Gerriet A. Janssen University of Nebraska Hos- Residency in 
pital, Omaha obstet 


rics and 
gyneco 
Donald H. Giesler Kansas City General Hospital Residoney im a 
No. 1, Kansas City, Mo. general medicine 
Richard M. Fox University of Minnesota Hos- Residency in 
pitals, Minneapolis anesthesia 
Paul W. Dale Colorado Hospi- in 
tal, Denve ychiatry 
John G. Boutselis St. Mary’s Group of Hospi- Residency in 
tals, St. Loui rics and 
Miles E. Thomas pe Goma Hospital, in 
ity, Mo. athology 
James H. Sands University of Minnesota Hos- Residency i in 
pitals, Minneapolis medic ine 


Lloyd J. Gregory Jr. University of Texas Medical Residency 


Branch Hospitals, Galveston 


Dick D. Wetzel Salt Lake County General Hos- 
pital, Salt Lake City 
Warren E. Porter City Hospitals, thr Residency in 
neurology 
Charles H. Meeks Medical College of Virginia, Residency in 
Richmond anesthesiology 


John K. Leach Lakewood Hospital, Lakewood, Residency in 
Ohio medicine 


Blackburn S. Joslin University of Maryland Hos- Residency in 
pital, Baltimore pediatrics 
Norfolk General Hospital, Residency in 
Norfolk, Va. medicine 
Internship in 

icine 
Internship in 


Lewis E. Jones 
Walter W. Hannah City Hospitals, Baltimore 


Hugh P. Curtis City Hospitals, Baltimore 


surgery 
Norman J. Cole City Hospitals, Baltimore Residency in 
surgery 
Joseph Allison * Queens General Hospital, New Fellowship in 
ork; then Coney d iatrics 


Hospital, Brooklyn Residency j in 


pediatrics 


EXHIBIT ON ATOMIC WARFARE 


The exhibit on the Medical Aspects of Atomic Warfare pre- 
pared by the Medical Departments of the Army, Navy and 
Air Force was loaned to the Canadian Armed Forces, at the 
request of the Canadian Minister of National Defense, for dis- 
play at the annual convention of the Canadian Medical Asso- 
ciation, at Saskatoon, June 13-17. The exhibit comprised 
material collected from Hiroshima and Nagasaki. Accepted 
principles of civil defense are listed, and means by which the 
Armed Forces medical services can cooperate with civil defense 
are demonstrated. Representatives of the Army, Navy and 
Air Force accompanied the exhibit. 

A similar exhibit was displayed by the Medical Departments 
of the Armed Forces at the American Medical Association 
convention in Chicago in 1948, and was later placed in the 
Museum of Science and Industry, Chicago, where it was seen 
by more than 300,000 persons. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


CALIFORNIA 


Society News.—The California Society of Pathologists at 
their second annual meeting in Los Angeles May 8 installed 
Dr. Robert J. Parsons of Oakland as president and chose Drs. 
Alvin G. Foord of Pasadena as president-elect and H. Russel 
Fisher of Los Angeles, secretary-treasurer. 

Faculty Changes at Stanford.—The iollowing professors 
will retire from their active teaching duties at Stanford Uni- 
versity School of Medicine, San Francisco, September 1 with 
the title emeritus: Dr. George D. Barnett, professor of medi- 
cine; Dr. Charles H. Danforth, professor and executive, depart- 
ment of anatomy; Dr. James R. Dillon, clinical professor and 
chief of the division of urology; Dr. Harold K. Faber, professor 
and executive of the department of pediatrics, and Frank W. 
Weymouth, Ph.D., professor and executive, department of 
physiology. Dr. John K. Lewis has been promoted to professor 
of medicine and will succeed Dr. Barnett on the Stanford 
Service at the San Francisco Hospital. The new clinical pro- 
fessor and chief of the division of urology will be Dr. Henry 
Weyrauch, member of the faculty since 1937. Dr. John A. 
Anderson will succeed Dr. Faber as professor and executive of 
the department of pediatrics. He has held a similar position 
at the University of Utah for the past five years. William W. 
Greulich, Ph.D., will succeed Dr. Danforth as executive of 
the department of medicine. Dr. Rodney R. Beard has been 
promoted to professor of public health and preventive medicine 
and will succeed Dr. Charles E. Smith as executive of the 
department. Dr. Smith has resigned, effective September 1, 
to accept an appointment in the Graduate School of Public 
Health at the University of California, Berkeley. Dr. Jefferson 
M. Crismon, associate professor of physiology, has been 
appointed acting executive in the department of physiology. 


COLORADO 


Health Director Retires—Dr. Amos L. Beaghler, the first 
director of health of Denver public schools, wil! retire June 28. 
He was named head of the health department when it was 
formed in 1923 and has built it up so that the department includes 

rooms in every school, thirty-six nurses, two full time 
and seven half-time physicians. 

Dr. Rovenstine to Lecture—The Phi Delta Epsilon 
Graduate Club of Denver is sponsoring its first lecture to be 
held at Denison Auditorium, University of Colorado Medical 
Center, June 27 at 8 p.m. Dr. Emory A. Rovenstine, chairman 
of the department of anesthesiology, New York University- 
Bellevue Medical Center, will speak on “The Abuse of Hyp- 
notics and Analgesics.” 

Radio Council Receives Award.—The Rocky Mountain 
Radio Council has been awarded a special citation for Service 
to Education through Radio by the George Foster Peabody 
Awards Committee. Jack W. Lewis, associate director of the 
council and writer of both the Colorado State Medical Society 
programs, “Man and Medicine” and “Dr. Tim, Detective,” 
accepted the award. The council is an organization which 
specializes in the production of educational programs. A large 
measure of the council’s public service has been of a medical 


nature. 
CONNECTICUT 


_ Connecticut Hospital for Alcoholic Addicts.—Construc- 
tion of the first hospital in the United States devoted solely to 
the sane d treatment and rehabilitation of alcoholic addicts began 
in Hartford in March. The project will be under the direction 
of the Connecticut Commission on Alcoholism, which will 
ey the building and organize and supervise its services. 
he building, which will cost $423,500, will be located near the 

. McCook Memorial Hospital. 
xpand Psychiatric Guidance of Students.—A gift of 
$2,000,000 from the Old Dominion Foundation of Washington, 
D. C., will allow Yale University to expand its work in 
psychiatric guidance of students. Yale’s present program of 
psychologic and psychiatric assistance to students is under the 
supervision of Dr. Clements C. Fry, head of the division of 
ary and mental hygiene of the Yale Department of 
ealth. Dr. Fry will be in charge also of the expanded pro- 
gram. In discussing his division, Dr. Fry emphasized that 
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“the ultimate objective from the research point of view is 
to establish at Yale a center for the thorough study of the 
young adult within a psychiatric, psychologic and sociologic 
framework.” The functions of the Division of Psychiatry and 
Mental Hygiene will be expanded in several directions: clinical, 
research, training, education and publication. On the clinical 
side the division will carry on and expand the work now 
being done in the prevention and treatment of the emotional 
problems of students. The staff will be enlarged, and closer 
relationships will be maintained with members of the university 
community. In the field of research, according to Dr. Fry, 
“the fundamental goal is the systematic observation and mea- 
surement of the emotional characteristics of the age group 
represented by students.” In the field of training the division 
will function as a center for psychiatrists, clinical psychologists, 
physicians and social workers. In addition, such undertakings 
could be sponsored as postgraduate courses in neurology and 
psychiatry for physicians, nurses and social workers; and a 
summer course in college mental hygiene may be conducted in 
1950 as a special supplement. If available funds are sufficient, 
it is planned to publish a journal devoted te problems and 
developments in college mental hygiene and to the results of 
the research and other work carried on by the division. 


ILLINOIS 


Another Downstate Cancer Clinic.—The twenty-fifth 
downstate Illinois cancer diagnostic clinic, located in the Good 
Samaritan Hospital, Mt. Vernon, began operation June 7 and 
will now receive patients on the first Tuesday of each month. 
Of the twenty-five cancer diagnostic clinics now functioning 
downstate, twenty-two are state aided. In Cook County there 
are two cancer clinics which are maintained solely by local 
funds. Dr. G. Howard Gowen, chief of the state division of 
cancer control, stated that on the basis of the present popula- 
tion Illinois should have forty more cancer diagnostic clinics 
throughout the state. The U. S. Public Health Service and 
the American Cancer Society in February of this year recom- 
mended that such a clinic be established for every 100,000 
persons. 

Chicago 

Raymond B. Allen Awards.—Drs. Kurt Glaser and 
Edmund F. Foley have been chosen by seniors at the University 
of Illinois College of Medicine as recipients of the Raymond B. 
Allen Instructorship Awards. The award for excellency in 
didactic instruction was given to Dr. Foley, a professor of 
medicine. Dr. Glaser, an. instructor in pediatrics, was honored 
for clinical teaching. The awards were established in 1948 
by the Medical Student Council in honor of the former executive 
dean of the university's Chicago Professional Colleges. 

Poliomyelitis Team Activated.—The Northwestern Uni- 
versity poliomyelitis team is ready for action. The medical 
school unit is on call to aid polio-stricken communities any- 
where in the United States. With Dr. Emil D. W. Hauser, 
assistant professor of bone and joint surgery, as its director, 
the team is assigned to duty and its expenses paid by the 
National Foundation for Infantile Paralysis. The crew has 
been on duty five years and has served in Boise, Idaho, and 
Rockford and Peoria, Ill. Services of the team include medical 
consultation to doctors of the affected community; teaching 
local hospital nurses proper bed posture for patients and the 
administration of hot packs; and instruction in physical therapy 
technics of muscle reeducation and general functional exercises. 
The team is prepared to stay’on duty up to six weeks, or until 
its work of organization, teaching and medical assistance is 
completed. Subsequently, the assistant orthopedist of the unit 
will remain in the stricken city as long as he is required. 
Members of the 1949 team, in addition to Dr. Hauser, are 
Dr. Arthur F. Abt, assoicate professor of pediatrics; Dr. Erwin 
J. Cummins, orthopedist; Miss Meredith Nordschow, instructor 
in physical medicine; Miss Anne Prochaska, chief physical 
therapist; and Mrs. Jean Sciora and Miss Lucille Kurzawa, 
physical therapists. In addition, provision has been made for 
the services of a medical social worker if the need arises. 
Other teams similarly organized under the National Foundation 
are those of Stanford and Harvard universities and the D. T. 
Watson School of Physical Therapy, Leetsdale, Pa. 


MAINE 


State Medical Meeting.—The Maine Medical Association 
held its annual meeting at Poland Spring House, Polan® Spring, 
une 19-21, under the presidency of Dr. Forrest B. Ames, 
or. Out-of-state speakers included: Paul A. Chandler, 
Boston, Glaucoma; Gaillard; White Plains, N. Y,, 
Allergy, and Chester Keefer, Boston, Antibiotics. The guest 
speaker at the dinner Monday. evening was William A. Richard- 
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son, Rutherford, N. J., who spoke on “Free Medicine in Britain.” 
Dr. Joseph S. Lawrence, director, Washington Office, American 
Medical Association, was the guest speaker at the dinner Tues- 


day evening. 
MARYLAND 


Dedicate Doctors Hospital.—Dedication ceremonies were 
held for the Doctors Hospital in Baltimore May 12. The 
hospital, a new structure with a capacity of 75 beds and 34 
bassinets, was erected in 1947 through the efforts of a few 
physicians and in 1948 was reorganized under the control of a 
lay board of trustees. It is to be the policy of the hospital to 
cater to the general practitioners who make up a large majority 
of the more than fifty physician staff. It is the only hospital 
in Baltimore that has a clinical department of general prac- 
tice. The dedication dinner address was delivered by Dr. Fred 
W. Kratz, chief of Office of Medical Program, the U. S. Public 
Health Service, who spoke on “The Role of Small Hospitals 


in Medical Care.” 
MASSACHUSETTS 


New Department of Legal Medicine.—Dr. Walter W. 
Jetter, pathologist for the department of mental health and 
assistant professor of legal medicine at Harvard University, 
Boston, has been selected head of a new department of legal 
medicine at the Boston University School of Medicine, effective 
July 1. Dr. Jetter received his M.D. degree from the University 
of Buffalo (N. Y.) School of Medicine in 1931 and his M.S. 
in medicine in 1938 from the same school. Formerly he was 
pathologist at the university's Buffalo City Hospital and the 
Tauton (Mass.) State Hospital. In 1940 he was named state 
pathologist for the department of mental health and has been 
director of legal medicine for Massachusetts in that department. 
For the past nine years he has been active in conducting medico- 
legal autopsies for the state police and local and county medical 


examiners. 
MISSISSIPPI 


State Medical Election.—The Mississippi State Medical 
Association recently installed Dr. Braxton B. O'Mara, Biloxi, 
as president, and chose Dr. Billy S. Guyton, Oxford, president- 
elect for the coming year. The association will hold its 1950 
convention in Jackson next May. 

Community Honors Phrsician.—A community-sponsored 
program was held at the Magnolia Methodist Church May 15 
for Dr. George W. Robertson, in recognition of his service 
as a practicing physician in the community since March 1899. 
Guest speaker was Dr. James P. Wall, Jackson, a past president 
of the Mississippi Medical Association. Dr. Robertson, a grad- 
uate of the Vanderbilt University Medical School, Nashville, 

enn., 7, was presented a 50 year service award by Dr. 
Aubrey V. Beacham of Magnolia. 


NEW JERSEY 


Hespital Training Program.—The Intern and Resident 
Training Program at Atlantic City Hospital includes daily 
clinical conferences, at which teacher-clinicians from leading 
medical centers discuss diagnostic problems from the hospital 
wards. All licensed physicians and medical students may 
attend. The program for the summer lists the following 
visiting physician speakers: 


June 27-July 1, aa McGehee Harvey, Baltimore. 


uly 4-9, tentati 

uly 11-45, Roval Moore, Philadelphia. 
Rates Tr. ., Richmond, Va. 

.. Brown, Philadel shia. 

August 1-5, Willis am G. Leaman, Philadelph hia. 

August 8-12, Robert W. Heinle, Cleveland. 

August 15-19, Thomas M. Durant, Philadelphia, 

August 22-26, Frank “Mayfield, Cincinnati. 

August 29- September 2, Alexander Marble, Boston. 


NEW YORK 


Health Officer Retires.—A testimonial dinner was given 
recently honoring Dr. Edward E. Gillick on his retirement 
after more than 30 years as health officer of Niagara Falls. 
Dr. Archibald S. Dean, regional health director, Buffalo, said 
that Dr. Gillick has made notable contributions to the develop- 
ment of generalized public health nursing, pasteurization of 
milk, reduction of tuberculosis and the eradication of smallpox 
and diphtheria in Niagara Falls. 

New Infirmary at Craig Colony Opened.— The first 
building under New York State’s postwar construction program 
to increase facilities of the department of mental hygiene is 
ready for occupancy. It is a 200 bed infirmary at Craig Colony, 
the department’s institution for epileptics at Sonyea, Livingston 
County. The infirmary, equipped with all modern facilities for 
complete medical care, was officially opened June 9. Dr. Willard 

. Veeder is director of Craig Colony, which now houses 
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about 2,224 epileptic patients and provides full medical care, 
including special treatment for convulsive disorders. Children 
of school age receive instruction in academic subjects so far 
as their capacities for learning permit, and occupational therapy 
is prescribed for patients of all ages. The colony is one of the 
27 institutions under jurisdiction of the Department of Mental 
Hygiene. The state’s building program will increase the 
capacities of several of these institutions, which include 20 
hospitals for the mentally ill and 6 schools for mental defectives. 


New York City 


Medical School Increases Tuition to $750.—Beginning 
with the academic year 1949-1950, the New York University 
College of Medicine will increase its tuition fee from $650 
to $750. 


Sculpture Presented to Hospital.—A sculptured head of 
the late Dr. Hugh Auchincloss was presented to Presbyterian 
Hospital June 13 by members of his family. His brother, 
Charles, made the presentation to Charles P. Cooper, president 
of the hospital. Dr. Auchincloss’ contributions to the advance- 
ment of surgery were extolled by his former associate, Dr. 
Allen O. Whipple. Members of the school of nursing, Eleanor 
Lee and Margaret Eliot, spoke of Dr. Auchincloss’ gift of 
letters, pictures and other souvenirs concerning Florence 
Nightingale. The mementos are kept in a specially designed 
room off the library of the nursing residence. Dr. Auchincloss 
died Sept. 21, 1947, after more than 35 years’ association with 
the surgical service of Presbyterian Hospital. 

Personals.—Among alumni who have earned the New York 
University Alumni Meritorious Service Award for 1949 for 
distinguished service to the University is Dr. Ralph L. Dour- 
mashkin, New York. He was cited for his efforts in behalf of 
the New York University—Bellevue Medical Center Fund and 
the Dr. Hannah M. Stone Memorial Fund——Dr. John M. 
Converse has been presented the Cross of Officer of the Legion 
of Honor and the Croix de Guerre for service to the French 
Army as a plastic surgeon during World War II. Awards 
were presented at the headquarters of the French delegation io 
the United Nations. Dr. Emery A. Rovenstine, professor 
of the department of anesthesiology, New York University- 
Bellevue Medical Center, received the degree of Doctor of 
Science from Wabash College, Crawfordsville, Ind., at com- 
mencement ceremonies June He was graduated from the 
college in 1928———Dr. Oscar D. Ratnoff has been awarded 
the Montefiore Hospital Henry L. Moses Alumni Prize of $500 
for work during 1948 on “Proteolytic Enzyme in Human 
Plasma.” The award was made on Alumni Day at the Hospital 
June 1——Dr. Leonard P. Wershub was reelected president of 
the Alumni Association of the New York Medical College, 
Flower and Fifth Avenue Hospitals, at the annual meeting 
June 7. The Alumni Award was presented to the dean of the 
college, Dr. J. A. Werner Hetrick, class of 1918, for out- 
standing achievement and devotion to the college. 


OKLAHOMA 


State Medical Election.—The Oklahoma State Medical 
Association has chosen the following officers for the coming 
year: Drs. George H. Garrison, Oklahoma City, president; 
Ralph A. McGill, Tulsa, Peete -elect, and Lewis J. Moorman, 
Oklahoma City, treasurer. Dr. John F. Burton also of Oklahoma 
City was elected as delegate to the American Medical Associa- 
tion with Dr. Malcolm E. Phelps, El Reno, as alternate. 


Preceptorship Program Under Way.—The first group 
of senior medical students began work under the preceptor- 
ship program of the University of Oklahoma School of Medicine, 
Oklahoma City, June 20. Senior medical students will be given 
an opportunity to observe general medical practice in smaller 
communities of Oklahoma. It is hoped that such experience will 
encourage students to consider locating in the smaller towns. 
Each senior student will spend 11 weeks in one of 18 towns 
in Oklahoma under the supervision of physicians. The program 
will extend the senior year to 44 weeks instead of the present 
32 weeks. The preceptors are members of the general faculty 
of the school of medicine. The program was worked out 
jointly by the alumni association of the medical school, the 
Oklahoma State Medical Association, and the faculty of the 


school. 
PENNSYLVANIA 


Enlarge County Hospital.—Ground was broken for Dela- 
ware County Hospital’s new addition earl in May. The 
addition is to cost $665,000 and will add 65 beds. The con- 


struction concludes years of effort on the part of a small group 
of hospital officials, friends and enthusiasts. 
000 is being secured by a federal grant. 
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Philadelphia 


Medical School and Hospital to Affiliate —Germantown 
Dispensary and Hospital and Jefferson Medical College and 
Hospital announce a proposed affiliation under which the two 
institutions will combine their efforts and will cooperate with 
each other in major activities. The affiliation does not con- 
stitute a merger. The institutions, will maintain their separate 
identities and continue their business affairs under their 
respective governing boards and officers. They agree to joint 
consultation at the appropriate level on “all matters arising 
in connection with any activity of either institution which 
would directly and substantially affect the other institution to 
the end that the decisions shall be approved by both.” A formal 
agreement approved by the boards and staffs of the two 
institutions is planned to go into effect within the next few 
months. Advantages expected to result are: Germantown, being 
in a position to offer to its physicians an opportunity to teach 
and develop specialties under the auspices of an outstanding 
medical college, will increase its standing and efficiency in the 
community. Hospital staffs will be enlarged and improved by 
providing that certain personnel will be on the staffs of both 
hospitals. Jefferson Medical College, now short of available 
beds for teaching purposes, will use Germantown’s facilities for 
clinical training of its medical students. Jefferson Hospital, now 
crowded, will use some of the 400 Germantown hospital beds 
not now occupied. The agreement will provide for eventual 
joining of the medical staffs of the two hospitals and for 
eligibility of all present staff members of the Germantown 
hospital for teaching positions at Jefferson Medical College. 
There will be a free exchange in rotation of resident physicians 
between the two hospitals with respect to all services. 


GENERAL 


Poliomyelitis in Adults.—The National Foundation for 
Infantile Paralysis reported June 1 that the trend toward a 
higher proportion of poliomyelitis cases among adults continued 
during last year’s epidemic. A survey based on cases from 
22 states and the District of Columbia showed 17.8 per cent of 

151 persons stricken in those areas were over 20 years of 
age. The United States had 27,894 cases last year. 

National Health Council.—At the annual meeting of the 
National Health Council in New York on March 25, the 
National Foundation for Infantile Paralysis was voted an active 
member of the group. Its president, Basil O'Connor, New York 
City, was made a member of the group’s executive committee. 
Dr. Hart E. Van Riper, New York City, medical director of 
the foundation, and Joe W. Savage, executive director, were 
named to the Health Council’s board of trustees. Objectives of 
the council are the promotion of greater cooperation between 
medical and public health groups and the furthering of plans 
through which the entire community health program may be 
expanded. 

Special Society Elections.—At the meeting of the Amer- 
ican Gynecological Society at Hot Springs, Va., May 16-18, 
Dr. Joseph L. Baer of Chicago was elected president, Dr. 
Robert A. Kimbrough of Philadelphia treasurer and Dr. Norman 
F. Miller of Ann Arbor secretary. The next meeting of the 
society will be held at the Greenbrier Hotel, White Sulphur 
Springs, W. Va., May 11-13, 1950.—The American Geriatrics 
Society at its recent meeting in Atlantic City chose the following 
officers: Dr. Hollis E. Clow, White Plains, , president ; 
Dr. Malford W. Thewlis, Wakefield, R. L, secretary; Dr. 
Elmer T. Gale, Narragansett, R. [., assistant secretary, and 
Dr. Richard J. Kraemer, Providence, R. I., treasurer-——The 
officers of the New England Dermatological Society for the 
coming year are Dr. Francis P. McCarthy, Boston, president; 
Dr. Leonard E. Anderson, Springfield, Mass., secretary, and 
Dr. Mildred L. Ryan, Brockton, Mass., treasurer. 

Poliomyelitis Report.— According to the U. S. Public 
Health Service, the reported incidence of poliomyelitis declined 
from 155 cases the preceding week to 139 for the week ending 
June 4 (corresponding week last year 149, 5 year median for the 
week 71 cases). The following states reported increases of 5 
or more cases currently: Oklahoma (from 7 to 19 cases), 
Tennessee (from 0 to 6), South Dakota (from 1 to 7) and 
Massachusetts (from 2 to 7). The largest numbers of cases 
in Texas have occurred in Tom Green and Bexar Counties, 
with Hidalgo County next; about half of the total cases 
reported in Texas to date have occurred in these three counties. 
A total of 1,757 cases have been reported in the United States 
to date this year, as compared with 1,226 last year and a 5 
year median of 956 for the corresponding periods. The t 
since the average seasonal low point of the disease is 834. as 
compared with 878 last year and a 5 year median of 414 ior 
the corresponding neriods. 
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Foundation to Merge with Heart Association.—Prelim- 
inary steps for merging the American Foundation for High 
Blood Pressure with the American Heart Association have 
been approved by the boards of both groups, it was announced 
June 13. The high blood pressure group will become a section 
of the American Heart Association’s Scientific Council and 
will be known as the Council for High Blood Pressure Research. 
Other sections within the association’s Scientific Council now 
include the Section on Circulation and the American Council 
on Rheumatic Fever. The staffs of both groups will undertake 
a joint study to recommend methods of integrating personnel 
and operations of the two present organizations. When such 
arrangements have been mutually approved, the foundation will 
dissolve. 

World Health Organization to Open Office in Alexan- 
dria. —Delegates and observers from twenty countries and 
territories met in Cairo, Egypt, during the second week of 
February to set up a World Health Organization Regional 
Office for the Eastern Mediterranean. Sir Aly T. Shousha, 
Pasha, Egypt’s undersecretary of state for health and chair- 
man of the Executive Board of the World Health Organiza- 
tion, was unanimously nominated director of the regional office 
to be established on July 1 at Alexandria. The office will 
have at its disposal a budget slightly over $100,000 for the 
first six months. For the first quarter of 1949 advisory services 
are being provided to Pakistan for malaria control, to Paki- 
stan and Egypt in tuberculosis and maternal and child health, 
to Egypt and Turkey for venereal disease and to Ethiopia 
for training programs in public health and sanitation. In 
addition more than thirty study fellowships have been 
granted to medical personnel from the area. 

Fellowships for Latin-American Physicians. — The 
American College of Physicians and the W. K. Kellogg Founda- 
tion, with the cooperation of the U. S. Department of State 
and of medical schools in the United States, Canada and Latin- 
American countries, will inaugurate a program of postgraduate 
medical fellowships. Outstanding young physicians will 
nominated to the college and foundation by local committees in 
the countries to the south, and those to whom fellowships are 
awarded will be brought to this country for a year or more of 
special training. The first fellows will begin their studies in 
the autumn of 1949. Eligibility requirements include citizenship 
in the country from which application is made and familiarity 
with its culture and economy, graduation from an acceptable 
medical school and completion thereafter of an internship of 
twelve months or more, ability to use the English language 
and assurance of a subsequent teaching affiliation with a medical 
school in the native country. Those needing some training in 
English will be assigned to a special course for the purpose in 
the United States. 

The W. K. Kellogg Foundation will provide each fellow with 
a monthly stipend adequate for his basic living costs, an allow- 
ance for necessary travel within this country or Canada and 
will defray tuition charges. In view of the pressing need of 
Latin-American medical libraries, the foundation will reimburse 
the fellow for the cost of required textbooks on condition that 
they become the property of the medical school in which the 
fellow will teach on his return home. Representatives of the 
foundation will visit the fellows at intervals after their return 
home to evaluate the end results of their training and to offer 
any possible assistance to improve teaching, research and prac- 
tice in internal medicine in their own countries. 


Marriages 


Joun J. BLuMBeRe, we N. J., to Miss Beverly Gayle 
Terry in Washington, D. C., May 21. 

Crement C. Curp Jr., Ramsey, N. J., to Miss Patricia 
Ann McInerney of Brooklyn, April 18. 

Siras Owens THORNE Jr., Durham, N. C., to Miss Lucy 
Lee Kennedy of Kerr, May 

ALBERT J. PASCALE, Richmond Hill, N. Y., to Miss Maryann 
Giosa of Forest Hills, May 21. 

CLtoyp Dinsmore VAN Hook to Miss Betty Ora Monroe, 
both of Ogden, Utah, May 7 

C. Rottins Hanton to Dr. Margaret Mary Hammond, 
both of Baltimore, May 28. 

Artuur S. THurRM to Miss Lorraine Northey, both of 
Trenton, N. J., May 26. 

Ropcer R. EnGer, Santa Ana, Calif., to Miss Juanita Moore 
of Long Beach, recently. 
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Deaths 


Robert Spann Cathcart ® Charleston, S. C.; born in 
Columbia, Sept. 25, 1871; Medical College of the State of South 
Carolina, Charleston, 1893; professor emeritus of surgery at 
the Medical College of the State of South Carolina, which he 
joined in 1913; member of the founders group of the American 
Board of Surgery; member of the House of Delegates of the 
American Medical Association in 1908 and 1909; past presi- 
dent of the Southern Surgical Association, South Carolina 
Medical Association and the Tri-State Medical Association 
(North and South Carolina and Virginia); a founder, a life 
member and from 1916 to 1943 a member of the board cf 
governors of the American College of Surgeons; served during 
World War I; retired surgeon in chief at Roper Hospital; 
surgeon at the Citadel for many years, the South Carolina 
Power Company, Atlantic Coast Line Railway and the Sea- 
board Air Line Railway; died April 29, aged 78, of carcinoma 
of the larynx. 


Louis Claiborne Posey ® Birmingham, Ala.; born in 
Marvel, Ala., Sept. 12, 1910; Harvard Medical School, Boston, 
1935; specialist certified by the American Board of Pathology, 
Inc.; member of the Southern Medical Association, American 
Society of Pathologists and Bacteriologists and American 
Society of Clinical Pathologists; founding fellow of the College 
of American Pathologists; on the faculty of the University of 
Alabama School of Medicine; sérved in the medical corps of 
the U. S. Naval Reserve during World War II; affiliated with 
the Employees’ Hospital of the Tennessee Coal, Iron and Rail- 
road Company in Fairfield, South Highlands Infirmary, East 
End Memorial Hospital, Children’s Hospital and St. Vincent's 
Hospital; died April 30, aged 38, of heart disease. 

Dudley White Palmer @ Cincinnati; born in Cincinnati 
February 5, 1877; Medical College of Ohio, Cincinnati, 1906; 
formerly on the faculty of the University of Cincinnati College 
of Medicine; served during World War I; past president of 
the Cincinnati Academy of Medicine; member of the American 
Surgical Association; fellow of the American College of Sur- 
geons; member of the founders group of the American Board 
of Surgery; on the staffs of the Christ Hospital, Cincinnati 
General Hospital, Deaconness Hospital and the Good Samaritan 
Hospital; died April 23, aged 72, of cerebral hemorrhage. 

John Ten Broeck Bird ® Spokane, Wash.; Northwestern 
University Medical School, Chicago, 1909; specialist certified 
by the American Board of Internal Medicine; affiliated with 
Sacred Heart, Deaconess and St. Luke’s hospitals; died in Vic- 
toria, B. C., Canada, April 21, aged 67, of coronary thrombosis. 

Marion Martin Brown ® Mexia, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1907; 
fellow of the American College of Surgeons; member and past 
president of the state board of medical examiners; formerly 
member of the state board of health; past president of the 
Central Texas and Limestone County Medical societies; past 
president of the local chamber of commerce; founder of Brown 
Hospital, where he died April 20, aged 65, of arteriosclerosis. 

Roy Hammond Cantrell, Dallas, Texas; Baylor Univer- 
sity College of Medicine, Dallas, 1931 ; member of the Ameri- 
can Medical Association; an officer in the Air Corps during 
World War II; served with the Veterans Administration ; died 
in the Veterans Administration Hospital April 21, aged 46, 
of melanoma of the brain, pancreas and kidney. 

Leonard Clare Chamberlain, New Orleans; Medical 
Department of Tulane University of Louisiana, New Orleans, 
1901; at one time on the state board of health; member of the 
American Medical Association; affiliated with the Southern 
Baptist Hospital; physician for the police department; died 
April 28, aged 71, of cerebral hemorrhage. 

Grover Cleveland Chamness ® Zeigler, Ill.; Barnes Medi- 
cal College, St. Louis, 1906; died April 20, aged 63, of coronary 
heart disease. 

Percy Wells Cobb, Sappington, Mo.; Western Reserve 
University School of Medicine, Cleveland, 1902; formerly on 
the faculty of Washington University School of Medicine in 
St. Louis; served in the regular army; died April 18, aged 75. 

Frank M. Coyne, Philadelphia; Maryland Medical College, 
Baltimore, 1907; member of the American Medical Association ; 
died April 11, aged 66 

Morton Everett Cummings, Malden, Mass.; Harvard 
Medical School, Boston, 1901; member of the American Medi- 
cal Association; died April 20, aged 73, of carcinoma of the 
prostate. 


DEATHS 


j; A. M. A 
une 25, 1949 


John Forrest Dillon III, Montgomery, Ala.; Washing- 
ton University School of Medicine, St. Louis, 1936; member 
of the American Medical Association; on the staffs of Fitts 
Hill Hospital and St. Margaret's Hospital, where he died 
March 20, aged 42, of uremia. 

Kinton Francois Dorion, Lawrence, Mass.; School of 
Medicine and Surgery of Montreal, Quebec, Canada, 1902; 
member of the American Medical Association; died recently, 
aged 73, of coronary thrombosis. 

Byron Eugene Farwell, Palm Springs, Calif.; State 
University of Iowa College of Medicine, lowa City, 1929; 
member of the American Medical Association and the Michi- 
gan State Medical Society; died March 10, aged 45, of pul- 
monary tuberculosis. 

Ralph Moody Funkhouser, Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1912; served during 
World War I; on the neuropsychiatric staff of the Veterans 
Administration in Indiana and Illinois; on the staff of the 
Veterans Administration Hospital in Hines, Ill.; died in Metho- 
dist Hospital February 27, aged 64, of carcinoma of the 
pancreas. 

Harold Ellsworth Gillett, Ramsey, N. J.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1916; died February 18, aged 56. 

Eugene Edwin Gloor @ Aromas, Calif.; College of Medi- 
cal Evangelists, Los Angeles, 1923; died in Salinas, March 18, 


aged 52, of a reaction following a transfusion. 
Alfred Fredric Gray, Little Rock, Ark.; Memphis 
(Tenn.) Hospital Medical College, 1908; member of the 


American Medical Association; affiliated with Baptist State 
Hospital and St. Vincent Infirmary; died April 22, aged 68, 
of coronary occlusion. 


George Edward James, Selbyville, Del.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1909; served during World War |; mem- 
ber of the American Medical Association; on the medical board 
of Beebe Hospital in Lewes; died April 20, aged 66, of heart 
disease. 

Joseph Thomas Jones, Houston, Texas; University of 
Virginia Department of Medicine, Charlottesville, 1920; mem- 
ber of the American Medical Association; died in St. Joseph’s 
Infirmary, April 12, aged 54, of cerebral hemorrhage. 

George H. Jordy, Hanover, Pa; Baltimore University 
School of Medicine, 1898; died in Jefferson Hospital, Philadel- 
phia, April 18, aged 75 

Henry Frederick Kammann, San Marino, Calif.; Chi- 
cago College of Medicine and Surgery, 1910; died April 30, 
aged 62, of coronary occlusion. 

Samuel Solomon Keller, Saginaw, Mich.; Detroit College 
of Medicine and Surgery, 1914; affiliated with Saginaw Gen- 
eral, St. Mary’s and St. Luke‘s hospitals; died in Gulfport, 
Miss., April 18, aged 66, of heart disease and diabetes mellitus. 

Thomas Neal Kitchens, Warm Springs, Ga.; Louisville 
(Ky.) Medical College, 1891; served as mayor of Warm 
Springs; formerly affiliated with the Georgia Warm Springs 
Foundation; died April 23, aged 86 

William Bernhard Kowenstrot, Milwaukee; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 1904; also a 
pharmacist; died April 26, aged 74 

Walter Phillip Kriechbaum, Burlington, Iowa; North- 
western University Medical School, Chicago, 1914; certified 
by the National Board of Medical Examiners; died in Nor- 
bury Sanatorium in Jacksonville, Ill, recently, aged 58, of 
coronary thrombosis. 

Willis Hess LeFevre ® Lancaster, Pa.; Medical College 
of Virginia, Richmond, 1913; specialist ‘cei tified by the Ameri- 
can Board of Otolaryngology ; member of the American Acad- 
emy of Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; past president of the Lancas- 
ter City and County Medical Society; past president of the 
city board of health; on the staff of Lancaster General Hospi- 
tal, where he died April 29, aged 60, of cerebral hemorrhage. 

Harry Fritz Leibert ® Bethlehem, Pa.; Medico-Chirurgical 
College of Philadelphia, 1904; specialist certified by the Ameri- 
can Board of Radiology, Inc.; member of the Radiological 
Society of North America and the American College of 
Radiology; served during World War J; police surgeon and 
civil service commissioner; affiliated with St. Luke’s Hospital ; 
died April 12, aged 65. 

James Francis Loughran, Lowell, Mass.; Harvard Medi- 
cal School, Boston, 1896; member of the American Medical 
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Association; on the staff of St. John’s Hospital; died April 
17, aged 79, of arteriosclerotic heart and kidney disease. 

Arthur Marcus McElhannon @ Sherman, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 1912; fellow 
of the American College of Surgeons; on the staff of St. Vin- 
cent Hospital, where he died April 21, aged 67, of coronary 
occlusion. 

John H. McLean, Caddo Gap, Ark.; Gate City Medical 
College, Dallas, 1905; member of the American Medical Asso- 
ciation; past president and for many years secretary of the 
Montgomery County Medical Society; died April 25, aged 79. 

Samuel Hoskins McLean, Jackson, Miss.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1893; 
fellow of the American College of Surgeons; served as secre- 
tary and executive officer of the Mississippi State Board of 
Health; for many years county health officer; for many years 
physician for Belhaven College; died April 21, aged 77. 

Edwin A. McManus, Mesick, Mich.; Michigan College 
of Medicine and Surgery, Detroit, 1898; member of the Ameri- 
can Medical Association; past president of the Wexford- 
Messaukee Counties Medical Society; president of the village 
of Mesick for many years; health officer; on the staff of 
Mercy Hospital, Cadillac; died April 11, aged 85, of prostatic 
hypertrophy and uremia. 

John W. Medley, La Harpe, Ill.; College of Physicians 
and Surgeons, Keokuk, Iowa, 1898; member of the American 
Medical Association; died April 10, aged 77, of heart disease. 

Peter Meier, Crescent Springs, Ky.; American Medical 
College, St. Louis, 1913; served during World War I; formerly 
member of the board of health in Covington; on the staff of 
St. Elizabeth Hospital in Covington, where he died April 25, 
aged 72. 

Robert Asa Melendy @ Chicago; the Hahnemann Medical 
- College and Hospital, Chicago, 1906; fellow of the American 
College of Surgeons; on the staff of the Chicago Memorial 
Hospital; died April 24, aged 66, of coronary occlusion. 

John Whitworth Melvin, Camden, Miss.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1911; 
served during World War I; died in St. Dominic’s Hospital 
in Jackson April 29, aged 61, of a head injury received in a 
car accident. 

Thomas Ralph Moye, Sanford, Fla.; Atlanta College 
of Physicians and Surgeons, 1899; member of the American 
Medical Association and the Medical Association of Georgia; 
died April 5, aged 75, of cerebral hemorrhage. 

John Michael Murphy ® Brockton, Mass.; Tufts College 
Medical School, Boston, 1906; died in the Goddard Hospital 
April 24, aged 68. ; 

William Alex O’Brien, Chicago; Medical College of 
Virginia, Richmond, 1918; died April 7, aged 57, of lobar 
pneumonia and arteriosclerotic heart disease. 

John Joseph O’Shea, Weehawken, N. J.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1930; 
member of the American Medical Association; served during 
World War II; on the staff of St. Mary’s Hospital in Hoboken ; 
died in New York April 9, aged 43, of heart disease. 

Kate E. Peckardt, Chicago; Chicago Medical College, 
1885; the Hahnemann Medical College and Hospital, Chicago, 
1889; member of the American Medical Association; died 
March 23, aged 88, of chronic myocarditis and arteriosclerosis. 

Philip Sheridan Pile @ Latrobe, Pa.; Baltimore Medical 
College, 1905; served as a member of the board of education 
and the board of health; died April 11, aged 78, of coronary 
occlusion. 

William James Quinn @ Eureka, Calif.; Cooper Medical 
College, San Francisco, 1905; formerly city and county health 
officer; on the staff of General Hospital; died April 12, aged 
72, of cerebral hemorrhage. 

Walter Latham Rathbun ® Cassadaga, N. Y.; Yale Uni- 
versity School of Medicine, New Haven, 1903; member of the 
American Trudeau Society and the American Clinical and 
Climatological Association; medical superintendent of the New- 
ton Memorial Hospital; died April 28, aged 71. 

Rudolph Robert Remark, Sinking Spring, Ohio; Eclectic 
Medical College, Cincinnati, 1920; member of the American 
Medical Association; formerly mayor; served during World 
War I; died April 16, aged 70, of chronic myocarditis and 
arteriosclerosis. 

Florence A. Amidon Richardson, Omaha; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1895; served as juvenile court physician; died in the Douglas 
County Hospital April 16, aged 81, of bronchopneumonia, arte- 
riosclerotic heart disease and hypertension. 
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Marie Riegger, Philadelphia; Woman's Medical College 
of Pennsylvania, Philadelphia, 1901; died in Lankenau Hospi- 
tal March 22, aged 75. 

Grover Moss Rogers @ Kingsport, Tenn. (licensed in 
Tennessee in 1915); died in Kingsport Hospital April 10, aged 
64 


Leopold Miller Rohr, Jamaica, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1908; served 
during World War |; formerly district health officer; died in 
the U. S. Naval Hospital, St. Albans, April 6, aged 63, of 
coronary thrombosis and cerebral accident. 

Leon Rosenwald ® Kansas City, Mo.; Marion-Sims College 
of Medicine, St. Louis, 1893; an Associate Fellow of the Ameri- 
can Medical Association; died in the Wheatley-Provident Hos- 
pital April 21, aged 77, of arteriosclerotic heart disease. 

Roxette Landis Runk © Takoma Park, Md.; American 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1906; specialist certified by the American Board of Otolaryn- 
gology; member of the American Academy of Ophthalmology 
and Otolaryngology; for many years associated with the Wash- 
ington Sanitarium and Hospital, where she died April 18, aged 
77, of myelogenous leukemia. 

Dawsey Ryan, Bernie, Mo.; St. Louis College of Physicians 
and Surgeons, 1904; died in Galatia, Ill., April 8, aged 67, of 
cerebral hemorrhage, hypertension and arteriosclerosis. 

Clarence Elmer Sanders © Kansas City, Mo.; University 
of Kansas School of Medicine, Kansas City, Kan., 1907; serv 
during World War I; on the staff of St. Mary’s Hospital, 
where he died April 28, aged 63, of carcinoma. 

Charles Hassiepen Sanderson @ Philadelphia; University 
of Pennsylvania School of Medicine, Philadelphia, 1909; on the 
staff of Fitzgerald Mercy Hospital, Darby, Pa., where he died 
April 12, aged 64, of pylephlebitis and peritonitis. 

Paul Edward Santangelo, Brooklyn; Fordham University — 
School of Medicine, New York, 1921; member of the Ameri- 
can Medical Association; served during World War I; on the 
staffs of Prospect Heights Hospital, Cumberland Hospital and 
the Brooklyn Cancer Institute; died April 25, aged 50, of 
hypernephroma of the right kidney with generalized metastasis. 

Augustus Bernhard Santry ® Little Falls, N. Y.; University 
of Maryland School of Medicine, Baltimore, 1896; an Associate 
Fellow of the American Medical Association; formerly mayor ; 
on the staff of Little Falls Hospital; for many years health 
officer ; died April 23, aged 81. 

Elizabeth Rice Sawyer, Valhalla, N. Y.; Western Reserve 
University School of Medicine, Cleveland, 1948; intern, Grass- 
lands Hospital; died in the Neurological Institute of the 
Columbia Presbyterian Hospital, New York, April 5, aged 24. 

Joseph Schwarz, New York; Magyar Kiralyi Ferencz 
Jozsef Tudomanyegyetem Orvostudomanyi Kara, Szeged, Hun- 
gary, 1929; member of the American Medical Association; died 
February 25, aged 49, of tumor of the brain. 

James Sutherland ® Spokane, Wash.; Trinity Medical 
College, Toronto, Ont., Canada, 1891; an Associate Fellow of 
the American Medical Association; fellow of the American 
College of Surgeons; served as president of the staff of Dea- 
coness Hospital, where he died March 31, aged 84, of coronary 
occlusion. 

Grant D. Walker ® Eldon, Mo.; American Medical College, 
St. Louis, 1890; served as president of the Miller County Medi- 
cal Society; died March 24, aged 81, of malignancy of the 
pancreas. 

John Wertheimer, Waterbury, Conn.; University and 
Bellevue Hospital Medical College, New York, 1918; member 
of the American Medical Association; on the staff of St. Mary’s 
Hospital, where he died April 16, aged 55, of probable pul- 
monary atelectasis. 

J. Cliff Wetherill ® Weston, Ohio; Starling-Ohio Medical 
College, Columbus, 1909; served during World War 1; formerly 
county coroner; died April 26, aged 65, of coronary thrombosis. 

Stephen Stockton Woolston, Tuxedo Park, N. Y.; Uni- 
versity of Pennsylvania School of Medicine, Philadelphia, 1929; 
died in New York April 3, aged 46, of a fractured skull received 
in a fall. 

Rennie Wright ® New Braunfels, Texas; University of 
Texas School of Medicine, Galveston, 1913; past president of 
the Comal County Medical Society; for many years city health 
officer; served overseas during World War I and was awarded 
the French Croix de Guerre; recipient of the Silver Beaver 
Award; died April 22, aged 60, of coronary occlusion. 
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Foreign Letters 
PARIS 
(From Our Regular Correspondent) 
April 30, 1949. 


Foreign Doctors Permitted to Practice on Condition 
of Reciprocity 

A bill has been adopted by the General Assembly which 
permits certain foreign practitioners to practice medicine and 
dentistry in hospitals established in France by foreign organiza- 
tions and recognized as of value to the public. This law stipu- 
lates that a properly qualified subject of a foreign state may 
practice his art in France by order of the Minister for Public 
Health and Population. Authorization to practice will be 
granted to the individual candidate. One of the requirements 
is knowledge of medicosocial laws applicable to France. Such 
authorization can be withdrawn at any moment. 


International Congress on Neurology 

The fourth International Congress on Neurology will be held 
‘September 5-10 in Paris. On the agenda will be discussion vf 
the anatomy of the thalamus by Professor Le Gros Clark, 
Oxford, and the physiology of the thalamus, by Professor J. 
Lhermite, Paris. Also under discussion will be diseases caused 
by filterable viruses, including the general prob!ems of neuro- 
tropic viruses, by Dr. Albert B. Sabin, United States; the 
viruses responsible for poliomyelitis, by Dr. Sven Gard, and 
viruses in herpes zoster, lymphocytic choriomeningitis and 
rabies, by Dr. Pierre R. Lepine, Paris. Surgery for the relief 
of pain will include discussions of operations on the sympathetic 
nervous system, by Professor R. Leriche, Paris; cordotomy, 
tractotomy and radicotomies, by Professors Sjoqvist, Sweden, 
and Krayenbuhl, Switzerland, and surgical treatment of migraine, 
by M. G. F. Rowbothem, England. Other topics include elec- 
troencephalography, by Professor F. Brehmer, Brussels; electro- 
encephalography in (1) neurosurgical diagnosis, by Dr. Herbert 
Jasper, Montreal, Canada, and (2) psychomotor epilepsy, by 
Dr. F. A. Gibbs, United States; electromyography in neurologic 
diagnosis of (1) diseases of the central nervous system, by Dr. 
F. Buchtal, Copenhagen, and (2) diseases of the peripheral 
neuron and the muscles, by Dr. Harvey, London. 

The general secretary of the congress is Dr. Raymond Garcin, 
19 rue de Borgogne, Paris. 


Obesity 

At a meeting February 11 of the Medical Society of Paris, 
Albert P. Netter and associates described a condition the chief 
features of which are progressive obesity, long-standing fever, 
headache, accelerated pulse, pseudohyperthyroid excitability and 
occasionally a goiter. Despite the obesity and the usually low 
basal metabolic rate, the latter symptoms and signs sometimes 
‘lead to the erroneous diagnosis of toxic diffuse goiter (Graves’ 
disease). The syndrome usually occurs during puberty or 
immediately after a pregnancy. In the first case, the authors 
point out the etiologic role of primary tuberculosis. The trouble 
seems to be due to a lesion or functional disturbance of the 
hypothalamus (Netter, A.; Mathé, G.; Pottier, R., and Dinet- 
Laulanié: Obesity with Fever, Pseudohyperthyroidism and 
Headaches, Bull. et mém. Soc. méd. d. hédp. de Paris 65: 111- 
117, 1949). 

Etienne May and A. Netter found in all forms of obesity a 
great increase of the venous blood pressure contrasting with a 
normal arterial blood pressure. In many instances, the spinal 
fluid pressure varied according to the venous blood pressure. 
This increase of venous blood pressure seems to be one of the 
factors of water imbalance in obesity (to be published in Bull. 
et mém. Soc. méd. d. hop. de Paris). 


LETTERS June 23-1949 
New Technic of Vitamin Therapy 

While studying chronic tetany, L. Justin-Bezancon, H. Klotz 
and P. Barbier (Bichat Hospital) déveloped implantation in 
vitamin therapy (only used, up to now, with hormones). In 7 
cases of parathyroidal deficiency they noted a remarkable 
therapeutic effect obtained through the subcutaneous implanta- 
tion of a pellet (of an average of 75 mg.) of vitamin De. The 
hypercalcemia which develops last five to seven weeks in chronic 
tetany and spasmophilia. This action has been controlled in 
the acute tetany of a parathyroprival dog. The administration 
of vitamin Dz by implants has a better effect on calcemia in 
chronic tetany than the oral administration; in several patients, 
the same dose given undivided, by means of an implant, increased 
calcemia by 10 per cent, whereas divided in five daily oral 
doses the calcium rate has not been altered. Up to now, a 
strong dose does not seem to act better than a weak one. In 
most cases, they used the 75 mg. dose, which avoids the state 
of functional inhibition of the parathyroid. If the hypercalcemia 
rate obtained appears to be excessive (above 120 mg.), it can 
be lowered by means of estradiol benzoate. The authors think 
that the operative inclusion of one pellet of vitamin Dz would 
also be indicated in thyroid surgery, in order to avoid the 
eventual accident of acute tetany; it would also be possible, 
in this manner, to insure the administration of calciferol (vita- 
min De) to certain mental patients sometimes difficult to control. 


An Arthropod as Vector of Tularemia 

On February 18 G. Girard presented to the Medical Society 
of the Paris Hospitals the first case in France in which it had 
been possible to demonstrate the role of an insect as the vector 
in the transmission of tularemia. The disease began a few days 
after the patient had been bitten by a tick, which he tore away 
from his skin and which has been identified as Dermacentor 
marginatus. A direct connection between the seat of the bite 
and an adenopthia, the absence of the handling of hare or of 
any suspect animal, excludes any other mode of contamination. 
This tick is an ectoparasite of wild animals; e. g., fox, wild boar, 
polecat, deer, two species of which were responsible for several 
human cases of tularemia in the “Cote d’Or,” a district adjacent 
to the one inhabited by the patient. The author has emphasized 
that henceforth Dermacentor marginatus is to be considered as 
a vector of tularemia in France. Further observations may 
define its importance as a virus reservoir. 


Streptomycin in Tuberculosis of Bone and Joint 

Professor E. Bernard, P. Padovani and A. Lotte have treated 
with streptomycin 20 patients with osteoarticular tuberculosis 
in the tuberculosis ward of the Laennec Hospital. 

At a meeting of the Academy of Surgery, M. Sorrel reported 
on the use of streptomycin for the treatment of abscesses and 
fistulas. Others who have been studying the effects of strepto- 
mycin on tuberculosis and who have reported their results 
include Galland and Froyez (Berck) and M. P. Ingelrans. 


Method of Desensitization to Streptomycin 
To permit the continuation of streptomycin treatment in the 
presence of sensitization, C. Mattei and P. Balozet have devel- 
oped a process of desensitization. Their technic consists of 
the use of three solutions in an isotonic solution of sodium 
chloride of increasing concentration, administered in increasing 
doses. 


Dank a 


p tion of Sodium Paraaminosalicylate 
J. Solomides and E. Bourland also studied the bactericidal 
effect of sodium paraaminosalicylate in a concentrated solution 
and found that such a solution is three hundred times more active 
than dilutions of aqueous solutions against the growth of the 
tubercle bacillus in Sauton’s medium. The authors believe that 
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this phenomenon may be due to the polymerization of hydroxl- 
ated molecules of sodium paraaminosalicylate in a concentrated 
solution and that it would disappear in the presence of an excess 
of water. 

Congresses 

The Sixty-Eighth Congress for the Advancement of Sciences 
will take place in Clermont-Ferrand July 18-23. The general 
secretary is Professor Verne, 28 Rue Serpente, Paris (6). 

The twenty-fourth annual meeting of the French Society of 
Orthopedy will take place in Paris in September. On _ the 
agenda are “Nontuberculous Sacroiliac Arthritis” (M. Ingelrans, 
Lille and Oberthur, Paris), and “Cervicobrachial Neura!gia, 
Especially That of Disk Origin” (M. Ricard and P. Girard, 
Lyon). The general secretary is Dr. Padovani, 1, Rue Octave- 
Feuillet, Paris (16). ‘ 

The Forty-Seventh Congress of Psychiatrists and Neurolo- 
gists of France and of French-Speaking Countries will take 
place in Clermont-Ferrand September 12-17. On the agenda are 
Psychiatry : “Legitimacy and Limitations of Reaction Psychosis” 
(P. Chatagnon, Maison Blanche at Neuilly-sur-Marne) ; Neu- 
rology: “Physiopathologic Consequences of Surgical Interven- 
tions on the Occipital Lobe’ (M. David, Paris); Forensic 
Psychiatric Medicine: “The Swindler, Medicolegal and Psy- 
chiatric Study” (P. Gouriou, Villejuif). Permanent general 
secretary is Dr. Paul Cossa, 29 Boulevard Victor Hugo, Nice 
(Alpes Maritimes). 

TURKEY 


(From Our Regular Correspondent) 
ANKARA, May 20, 1949. 


Control of Tuberculosis 

Professor Ordinarius Tevfik Saglam Pasha, former president 
of Istanbul University, an authority on tuberculosis in Turkey 
who for more than fifteen years has directed the tuberculosis 
prevention work in Istanbul, opened the tuberculosis week with 
a conference at Ankara University. At present the number two 
public health problem in Turkey is tuberculosis, which has 
increased among the poor of urban communities during the last 
nine years. World War conditions raised food prices four to 
ten fold and retarded many a building project, creating a 
housing shortage, which, together with high prices for rent 
and food, was detrimental to the health of families in the lower 
income groups. Professor Saglam stressed the necessity of 
public cooperation with governmental agencies and gave the 
following account: 

While in 1931 the tuberculosis death rate in Istanbul was 
203, it had decreased by 1939 to 187, but had risen to 267 per 
hundred thousand in 1947, In Ankara the tuberculosis death 
rate in 1931 was 179; in 1939 it had decreased to 110, but 
rose to 142 per hundred thousand in 1947. From 1931 to 1939 
there were 22,563 deaths, or an average of 2,500 a year or 166 
per hundred thousand, from pulmonary tuberculosis in twenty- 
one provincial towns, among a population of 1,500,000; accord- 
ingly, about 31,000 persons die every year of tuberculosis in 
the provinces. 

Recent regulations at Istanbul University call for a radio- 
graphic examination of all applicants. In 1948, of 3,026 appti- 
cants, in 25, or 0.82 per cent, radiographic examination reveale.l 
pulmonary tuberculosis, of 15,410 primary school clhiltren 
examined at the tuberculosis prevention dispensaries 24, or 
0.15 per cent, had pulmonary tuberculosis; 1.22 per cent of the 
15,410 children, though not in the infectious state, were in need 
of medical supervision. The Istanbul Society for the Prevention 
of Tuberculosis procured a Westinghouse mobile unit, and a 
mass examination in seventeen primary schools revealed that 
0.55 per cent had infectious pulmonary tuberculosis and 2.01 
per cent were in need of medical supervision. The first society 
for tuberculosis control work was established in Istanbul in 1916, 
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but because of the prolongation of the first world war, and the 
many untoward conditions after it, the society was short lived. 
Actual tuberculosis control work started in 1923 with the 
founding of the Izmir Society for the Prevention of Tuberculosis 
and the reestablishment of the Istanbul Society in 1926. The 
first Istanbul tuberculosis dispensary was opened in 1929 in 
Eyup, an overcrowded district on the Golden Horn. By 1948 
eleven other poor districts had tuberculosis dispensaries; nine 
more are to be opened in the near future. The dispensaries 
have modern x-ray apparatus, laboratories and pneumothorax 
instruments (collapse therapy), a small infirmary, specialist 
physicians, visiting nurses and technicians. All examinations 
and treatments are free; very poor patients receive free medica- 
ments and victuals. The dispensaries are open from 9 a. m. to 
5 p. m. Expenses are met by public contributions and monthly 
subscriptions from members of the society. The largest contri- 
bution comes from the 10 per cent tax on cinema tickets exacted 
by the municipalities in accordance with a law promulgated 
in 1948. In Istanbul city this tax brings in almost 1,000,000 
pounds a year. The Istanbul society purchased a Westinghouse 
mobile unit for 83,000 pounds. This is the only apparatus of 
this kind in the country. 

At present there are fifty-two societies for the prevention of 
tuberculosis, but, as there are sixty-three provinces, eleven more 
are needed. The governors head the societies; health officers 
and municipality physicians as members, with the cooperation 
of public-spirited citizens, manage the societies. At present 
tuberculosis control work is confined to the establishment of 
dispensaries, locating open cases, providing treatment and 
finding places in sanatoriums or hospitals, arranging for con- 
ferences, distributing pamphlets, imparting knowledge concerning 
preventive measures and soliciting of funds. Town and district 
dispensaries in provinces with insufficient incomes are aided 
by the Turkish Red Crescent Society, which procured x-ray 
apparatus and other equipment. The Junior Turkish Red 
Crescent, which has 450,000 members, collects funds to send 
primary and high school pupils to preventoriums and sana- 
toriums. The Turkish Red Crescent has also established soup 
kitchens in the large towns; in 1948, 5,000,000 portions were 
served. 

Health and sickness insurance not yet having been established, 
and the urgent needs of tuberculous persons constantly being 
brought to the attention of health and other departments, the 
government has taken emergency measures and resorted to 
legislation. Governmental sanatoriums and hospitals where 
care is free have at present a waiting list of almost 3,000 open 
cases, and persons sometimes die before their turn comes. In 
comparison with other groups, civil servants, teachers, students, 
widows and orphans are most often afflicted with tuberculosis. 

The bill introduced by the Ministry of Health and Social 
Assistance became law last April, and accordingly 3,099,000 
pounds are to be allocated yearly for ten years. Two thirds of 
the yearly allocation is to be spent on the construction of 
pavilions and one third on equipment. If found advantageous, 
prefabricated pavilions are to be imported from the United 
States or Sweden. The pavilions are to serve as annexes to 
general hospitals where specialists, x-ray equipment and labora- 
tories are already available, thus lessening expenses. The 
Ministry of Health and Social Assistance will be authorized to 
use part of the allocation for coming to the assistance of needy 
municipal and rural hospitals by providing x-ray equipment and 
funds for additional nourishment for tuberculous patients. 

Though the passing of the antituberculosis law has the appro- 
bation of all classes, it is generally believed that unless there 
is a considerable decrease in the national defense budget, which 
for the last ten years has taken 35 to 48 per cent of the 
government budget, to remedy the situation effectively, it will 
leave much to be desired. 
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Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950 


Institution 


Cook County Graduate School of 


Medicine, 427 
Honore St., Chieago 12 


South 


University of Mlinois Medicine and Pharmacy, 
1853 West Polk St., Chicag 
Wayne University College P "hdediaine, 1512 St. Antoine St., 
Detroit 26 
At: Receiving Hospital 
American College of Allergists, 423 LaSalle Medica] Bldg., 
Minneapolis, and Baylor University School of Medicine 
At: Baylor University School of Medicine, Houston, Texas 
Washington University School of Medicine, Euclid Avenue 
and Kingshighway, St. Louis 
Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 16, Medical Society of the County of Kings, 
Long Island College of Medicine 
At: Kings County Hospital! 
At: Beth El Hospital 


630 Sth St., New York 3 
At: Hospital 
At: Mt. Sinai Hospital 
New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St,, New York 29 
New York University- Gdives Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical Schoo! of 
the New York University 


The Thomas Clinie, Richmond, Va. 


College of Medical Evangelists Graduate Schoo] of Medicine, 
yle and Michigan Aves., Los geles 


University of California, 405 Hilgard Ave., Los Angeles 24 


Yale University School of Medicine, 333 aad St., New Haven, 
and Connecticut State Medical Societ 
At: Yale University School] of re A 


Cook County Graduate School of Medicine, 
Honore St., Chicago 12 


427 South 


University of Iinois College of Medicine, 1553 West Polk St., 
‘hieago 12 


University of Merziend School of Medicine, Lombard and 
Greene Sts., Baltim 
Harvard Medica! School, 25 Shattuck ain Boston 15, Mass. 
Tufts College Medical School, 30 Benn t St., Boston 
At: New England Medical Center 


University of Michigan School of Medicine, 1313 East Ann 
St., Ann Arbor 


Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26 


Title of Course 
ALLERGY 
Personal Course in Allergy 
Allergy 
Six Month Personal Course in 
Allerg 
Allergy Course for Clinicians 


Allergy Clinic ? and Conference 
Graduate Instructional Course 
in Allergy 


Postgraduate Course in Allergy 
Allergy (11) 


Allergy (1) 
Medicine PM 81, Clinical Allergy 


Medicine PM 36, Allergy 
Allergy 


548-A Allergy 
5415-A Allergy 


Allergy Technology 
Course of in Clinical 
Allergy 


ANATOMY 
Surgical Anatomy 


Surgical Anatomy 


Anatomy 201, Special Dissee- 
tions in Anat y 
Anatomy 


in Anatom 

[Anatomy Extremities 

pn the Caday 

Surgical on the 
Cadaver 

Dissection No. 305, without 
formal! instruction 

General Anatomy “A” 

Surgical Anatomy “B” 

Surgical Anatomy 


Surgical Anatomy 
Surgical Anatomy “B” 


General Anatomy “A” 
Anatomy 


Registration Fee 


Schedule of Course and/or Tuition 
One month, full time, every month $200.00 
Part time, one day a — for ten 125.00 
weeks, beginning Sept. 28 
Six months, arranged, full time 500.00 
Tweive months, full time, begins Oct, 1  300.00% 
Twelve weeks, part time, Sept.-Dec., 25.00 
Dec.-March (tentative) 
Six days, Oct, 31-Nov. 5 100.00 
One week, full time, November 40.00 
Part time, 1 hour per week, 8 weeks, 20.00 
October 
Part time, 2 hours per week, 8 weeks, 30.00 
October 
Two weeks, full time, Oct, 17-28 120.00 
Five days, full time, Oct. 19-24 40.00 
o months, part time, arranged 50.00 
Part time, eight sessions, Jan. 6-Feb. 24 Not given 
Full time, three weeks, Oct. 17-Nov. 4 Not given 


Twenty-four months, full time, arranged 50.00% 
Twelve months, full time, Jan. 1 None 


weeks, part time, Oct. 3- 100.00 

Jun 
. Part. i. 1 evening every 2 weeks, 100.00 

Sept.-F eb. 

Arranged Not given 

Part time, 1 period each week, Sept. 26- 150.00 
June 2 

Teo weeks, part time, Oct. 5 125.00 

Ten weeks, part time, Oct. 6 125.00 

One quarter (12 weeks), part time, 75.00 
arranged 

Six months, part time, arranged Not given 

Fifteen weeks, part time, arranged 150.00 

Eight weeks, part time, Sept. 6-Oct. 28 205.00 

Fight weeks, part time, Oct. 31-Dec. 24 255.00 

Part time, 3 Bh. sy daily, 2 days a 159.00 
week, 15 Ww 

Arranged Not given 

Twenty-four weeks, part time, Dec.- 70.00 
June (tentative) 
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Institution Title of Course 


ANATOMY—Continued 
‘Applied Anatomy for the Gen- 


Applied Anatomy for the Oto- 

laryngologist 

pplied of the Uro- 

genital Sys 

Applied for the Anes- 
thetist 

Anatomy for the Orthopedic 


Surgeon 
New York Polyclinic Medical School and Hospital, 341-353 Head and Neck Dissection 
West 50th St., New York 19 


New York Medical College, Flower = Fifth Avenue Hos- p 
pitals, 20 East 106th St., New Yor A 


(411-A Anatomy of the Head 

and Nee 

412-A the Thorax 
and Its Vis 

413-A feats "ot the Abdomen 


414-A Anatomy of the Female 
Pelvis (A 

415-A Anatomy of the Male 
Pelvis 
416-A Anatomy = the Musculo- 
skeletal Sys 

A Generel 


New York Cee eee Medical Center, 356 Second 
Ave., New York 10 and Post-Graduate Medical School of 
the New York University 


Anatomy of the 

of the Head 

_ Anatomy of the Head 

3-A Anatomy of the Abdomen 

413-A Anatomy of the Abdomen 

on Anatomy of the Musculo- 
skeletal System 

ANESTHESIOLOGY 

Anesthesiology 

Anesthesia 

Inhalation Anesthesia (Ether & 
Nitrous Ox 

Intravenous Anesthesia an 
427 South Spinal Anesthesia 
Inhalation Anesthesia (Ether, 


Nitrous Oxide, Ethylene & 
Cyclopropane) 


College of Medical Evangelists, Graduate School of Medi- 
cine, Boyle and Michigan Aves., Los Angeles 


Cook County Graduate School of Medicine, 
Honore St., Chicago 12 


ae op! of Minnesota, Minneapolis 14 
Center for Continuation Study 
Jous Committee on Post-Graduate Education, 1313 Bedford Anesthesiology 
Ave., Brooklyn 16, Medical Society of the County of Kings, 
Long Island College of Medicine 
At: Jewish Hospital 
Columbia University College of Physicians and Surgeons, 
630 West 168th St., New York 32 
At: Mt. Sinai Hospital 


Anesthesiology 


Anesthesia PM 30, Diagnostie and 
Therapeutic Nerve Blocking 1? 


Clinieal Anesthesiology 
“— York Medical College, Flower and Fifth Avenue Hos- 
29 


Basie Science Course leading to 
tals, 20 East 106th St., New York tl 


1e Degree of Master of Medi- 
cal Science 
New York Polyclinic Motion! School and Hospital, 341-353 Applied Anesthesia 
West 50th St., New York 1 


New York Univesty-Beevo Medical Center, 356 8S 
Ave., New York 10, and Post-Graduate Medical School of 
the New York University 

University of Pennsylvania Development Fund, Room 209, 
Broad Street Station, Philadelphia 

At: University of Pennsylvania School of Medicine 


University of Pennsylvania Graduate School of Medicine, 


econd 511-A Anesthesiology 
512-A Regional Anesthesia 
513-A Anesthesiology 
514-A Anesthesiology 
Anesthesiology 


Segmental Neuralgias *; Regional 


36th and Pine Sts., Philadelphia PR 
ARTHRITIS 
Joint Committee on Post-Graduate Education, 1313 Bedford Arthritis 
Ave., Brooklyn 16, Medical Society of the County of Kings, 
Long Islard College of Medicine 
At: Jewish Hospital 
New York University-Bellevue Medical Center, 356 Second [Ofl4A Arthritis and Allied 
Ave., New York 10, and Post-Graduate Medical School of 542-A Arthritis and Allied Rheu- 
the New York Universit y matic Disorders 
BACTERIOLOGY 
Cook County Graduate School of Medicine, 427 South Medical Bacteriology and 
Honore St., Chicago 12 Immunology 


of Illinois College of Medicine, 1853 West Polk 
12 


Chicag Refresher Course in Bacteriol- 


ogy, Immunology and Pre- 
ventive Medicine 
University of Michigan Medical School, 1313 East Ann St., Bacteriology 
Ann r, Wayne University College of Medicine, Michigan 
State Medical Society and Michigan Department of Health 
At: University of Michigan Medical Schoo 
New York Medical College, Flower and Fifth Avenue Hos- Bacteriology 


pitals, 20 East 106th St., New York 29 


Schedule of Course 


Approximately 250 hours, arranged 


Approximately 100 hours, arranged 
Approximately 100 hours, arranged 
150 


hours, arranged 
130 hours, arranged 
125 hours, arranged 
100 hours, arranged 


Six weeks, part time, arranged 


Part time, 12 weeks, between Sept. 26 


and 


une 
Part time, 12 weeks, between Sept. 26 


and Jun 


e17 
Part time, 12 weeks, between Sept. 26 


and 


Part hes, 12 weeks, between Sept. 26 


and Jun 


e17 
Part time, i2 weeks, between Sept. 26 


and. 


el 
Part Giese, 12 weeks, between Sept. 26 


and June 17 


Part time, eight weeks, between Sept. 


26 and 
Part time, six weeks, arranged 


Part time, 16 weeks, between Sept. 26 
and June 1 
Part time, eight weeks, between Sept. 


26 and June 17 


Part time, 12 weeks, between Sept. 26 
an une 17 
Part time, eight weeks, between Sept. 


26 and June 17 


Part time, 16 weeks, between Sept. 26 
and June 17 


Four months, full time, every two 
months 


Two weeks, full time, every two weeks 
One month, full time, first of each 


mon 

Two weeks, full time, every two weeks 

One month, full time, first of each 
month 


Sept. 12-14 


Part time, 24% hours a week, 6 weeks, 
October 


One month, Oct, 21-Noy. 22 


Three months, full time, arranged 


Nine months, full time, Oct. 4 


Three months, full time, October and 


January 


Two weeks, full time, between Sept.-June 


Registration Fee 
and/or Tuition 


$375.00 
150.00 
150.00 
275.00 
300.00 
275.00 
150.00 
150.00 
150.00 
150.00 
150.00 
150.00 
150.00 
150.00 
150.00 

Not given 
200.00 
225.00 


200.00 
710.00 
300.00 
150.00 


Two weeks, full time, ~~ ag 6-16, Jan. 3-13 200.00 


One year, full time, Sept. 6 
Three months, full ‘time, 28: 


Eight months, beginning October 


Three weeks, Oct.-May 
Thirty-two weeks, Oct. 3-May 27 


Eight weeks, part time, October 


Ten days, full time, Oct. 10-21 


Dee. 16 300.00 
Not given 


200.00 
800.00 


30.00 


Not given 


Part time, eight sessions, Jan, 3-Feb. 21 Not given 


Five weeks, part time, Oct. 6 


Thirty-six hours, lecture, October- 
Mareh 
Twenty-four weeks, part time, Sept. 26 


Three weeks, Dec. 5-16 and Jan. 3-7 


Three months, half time, arranged 


75.00 
50.00 50 
100,00 


Not given 


100.00 


References will be found on page 749. 
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Institution Title of Course 


BASIC SCIENCES 
Internal Medicine 


Coliege of Medical Evangelists, Boyle and Michigan Aves., aa ral Surgery 
Los Angeles 33 pie! 
Gynecology and Obstetrics 
Otolaryngology 
ba emo of Illinois College of Medicine, 1853 West Polk St., Basie Science Course 
Chicago 12 
The Physiological Approach to 
University of Kansas Medical Center, Kansas City 3 the Practice of Medicine 
(Basic Medical Sciences) 
—— of Maryland School of Medicine, Lombard and Basic Sciences as they Apply to 


reene Sts., Baltimore Gynecology and Obstetrics 
University of Michigan School of Medicine, 1513 East Ann Basie Sciences as applied to 
St., Ann Arbor Obstetrics and Gynecology 


Washington University School of Medicine, Euclid Ave. and Basie Seience 
Kingshighway, St. Louis 10 
New York University-Bellevue Medical Center, 356 Second Basie Sciences, Bacteriology, 


Ave., New York 10, and Post-Graduate Medical School of Physiology and Biochemistry 
the New York University 
Jefferson Medical College, 1025 Walnut St., Philadelphia Basie Sciences, Anatomy, Physi- 


ology, Biochemistry, Bacteri- 
oiogy and Immunology, Phar- 
macology and ‘Tox.cology and 
University of South Dakota Sehool of Medicine, Vermillion Basie Scien 
— Medical College, 2211 Oak Lawn Ave., Dallas 4, Individual ie in Basie 
‘Texas cie 


CARDIOVASCULAR DISEASE 
eo Heart Association, 45 Seeond St., San Francisco 19th Annual Postgraduate Sym- 


ancis Hotel, San Francisco posium on Heart Disease 
At: San Francisco Cardiovascular Disease 
At: Wilshire-Ebell Theatre, Los Angeles Cardiovascular Disease 
University of Southern California School of Medicine—Medi- Cardiology and Vascular Dis- 
eal Extension, 3551 University Ave., Los Angeles ease, Course No, 722 


Los Angeles County General Hospita 
Chicago Medical Society, 30 North Michigan Blvyd., Chicago Cardio-Renal and Peripheral 
At: Northwestern University Medical School Vascular Diseases 
School of Medicine, 427 South Cardiovascular Diseases 
ono Chica 


Harvard Medical School, 25 Shattuck St., Boston 15 Cardiology 
At: Beth Israel Hospit al 
At: Boston City Hospital Cardiology ® 
At: Peter Bent Brigham Hospital Clinieal Heart Disease 
At: Massachusetts General Hospital Cardiovascular Disease 
Tufts College Medical School, 30 Bennet St., Boston Phonocardiography 


: New England Medical Center 
Joint Committee on Post-Graduate Education, 1513 Redford Hypertension and Nephritis 
Ave., Brooklyn 16, Medical Socicty of the County of Kings, 
Long Island College of Medicine 
At: Jewish Hospital 
State of New York Department of Health, Albany 1 and Diseases of the Cardiovascular 


Medical Society of the State of New York System for General Practi- 
sy He — schools or Hospital Centers throughout tioners 
t tate 


Medicine PM 48—Bedside Diag- 
nosis and Treatment of Heart 
Disease with Special Empha- 


Columbia University College of © ig sae and Surgeons, sis on Measurements of the 
630 West 168th St., New York 32 Circulatory Dynamics 
At: Mt, Sinai Hospital Medicine PM 46—Bedside Clinies 


in Heart Disease 
Medicine PM %1—Cardiovascu- 
lar Diseases 
Medicine PM 60—Cardiology 
At: Montefiore Hospital Medicine PM 61—Intermediate 
Cardiology 
New York Medical College, Flower — Fifth Avenue Hos- Cardiology 
pitals, 20 Fast 166th St., New York 20 
New York Polyclin‘c Medical School and Hospital, 341-353 Diagnosis and Treatment of 


West 50th St., New York 19 Diseases of . Heart 
5417-A Cardiol 
New York University-Bellevue Medical Center, 356 Second oe Peripheral Vascular 
Ave., New York 10, and Post-Graduate Medieal Sehool of 44-4 eines 
the New York University 5413-A Peripheral Vascular 
Diseases 


American College of Physicians, 4200 Pine St., Philadelphia 4. 
University of Southern California, Massachusetts General 
Hospital and National Institute of Cardiology of Mexico 
At: Los Angeles Cardiovascular Disease 
At: Massachusetts General Hospital Recent Advances in the Diag- 
nosis and Treatment of 
Cardiovascular Disease 
At: Mexico City Cardiology 
University of ane vania Graduate School of Medicine, Cardiology 
26th and Pine Sts., Philadelphia 
i Medical College, 1005 Pisth Ave., Nashville 8, Tenn. Cardiovascular Diseases 


DERMATOLOGY AND SYPHILOLOGY 
College of Medieal Evangelists Graduate Sehool of Medicine, Dermatology 
Boyle and Michigan Aves., Los Angeles 
(omy Course in Dermatol- 


Cook County Graduate School of Medicine, 427 South | @tensive Denies Course in 


Dermatolog 
Honore Chicago 12 Clinical 


‘Eight months, tull time, Oc 


Registration Fee 
Schedule of Course and/or Tuition 


Eight months, full time, Oct. 3-June 9 $700.00 
hignt months, full time, Oct. 3-June 9 70.00 


= 
— 


Eignt months, full time, Cet, June 9 700.00 
Lignt months, full time, Oct, 3-June 9 700.00 


Nine months, Oct, 1-June 17 200.09 5° 
Sept. (tentative) Not given 
Four months, full time, Oct.-Feb. 375.00 
Twenty weeks, full time, Oct.-Feb. 375.00 
Eight months, Oct.-June 600.00 
Twenty-four sessions, part time, Not given 
arranged 
September Not given 
Three-six months, arranged None 
Part time, daily or weekly, Sept. 25.00 46 
June 
Four days, Oct, 27-30 15.00 
Oct, 12-15 Not given 
Get, 15-19 Not given 
Twelve months, full time, Sept. 12 1,000.00 
One week, Oct. 17-22 : 50.00 
Ten weeks, part time, begins Sept. 21 80.00 
Three and one-half months, full time, 505.00 
Jan, 28-Ma 
Twelve exercises of 3 hours each, 73.00 
Nov. 2-Jan. 18 


One month, full time, July 1-30 205.00 
Twelve months, full time, Oct. 1-Sept. 20 505.00 
Five days, part time, Sept. 12-16 30.09 


Eight weeks, part time, October 20.09 
One day to one week, to be announced 3.00 57 


Two months, part time, Oct. 11-Dec, 15 45.00 


Seven weeks, part time, Oct. 17-Dec. 6 30.00 


Two weeks, full time, Oct. 4-19 125.00 

Fight months, part time, Sept. 29-June 8 250.00 

Four months, part time, Sept, 27- 150.00 
Jan. 24 

Part time, 20 suecessive Wednesday 150.00 
mornings, beginning October 

Three weeks, part time, arranged 75.00 

Five days, full time, Oct, 3-7 Not given 


Five days, full time, Nov. 28-Dee. 2 Not given 


Seven sessions, part time, Jan. 9-Feb. 20 Not given 
Eight sessions, part time, Jan. 3-Feb.21 Not given 


One week, full time, Dee, 26-31 30.00 5s 

One week, full time, Nov. 14-19 30.00 58 

Two weeks, part time, Aug. 15-27 60.00 5¥ 

Forty-eight hours, part time, beginning 80.00 
in October and “Janua ary 

Five days, Nov. 7-11 25.00 

Eighteen hours, part time, begins 40.00 
an. 

Twelye months, full time, arranged 1,000.00 

Two weeks, full time, Oct, 24 100.00 

Two weeks, full time, 75.00 10 
or four weeks, 125.00 12 


begins every Monday 


References will be found on page 749. 
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Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950—Continued 


Registration Fee 


Institution Title of Course Schedule of Course and/or ‘Luition 
DERMATOLOGY AND SYPHILOLOGY—Continued 
Harvard Medical School, 25 Shattuck St., Boston 15 Dermatology and Syphilology Twelve months, full time, Oct, 1- $205.00 
At: Massachusetts General Hospital Sept. 30 
Tufts College Medical School, 30 Bennet St., Boston 
At: New England Medical Center Dermatology I Full time, five days, Oet. 31-Nov. 4 45.00 
Wayre University College of Medicine, 1512 St. Antoine St., Dermatology Seminar Twelve weeks, part time, Sept.-Dcc., 15.00 
Detroit 6 Dec.-March 
At: Receiving Hospital i 
At: Social Hygiene Clinic Conference on Venereal Diseases baba meat, part time, Sept.-Dec., 15.00 


630 West 168th St., New York 32 Skin Diseases and Treatment 


Columba University College of Physicians and Surgeons, (Dermatology PM 6)—Common Eleven weeks, part time, Oct. 3-Dee, 5 40.00 
At: Montefiore Hospital Dermatology PM 6i—Relat:on Three 4 one-half months, part time, £5.00 


of Skin to Internal Medieine pt. 26 
At: Mt. Sinai Hospital por g PM 30—Venereal Three full time, Dee, 5-7 30.00 
n Diseases 
Cornell University Medical College, 1300 York Ave., New York Exfoliative Cytology Fall 1949 (tentative) Not given 
Train‘ng for Specialization in Three years, full time 590.00 18 
Dermatology and Syphilo!ogy 
Dermatology and Syphilology Five days, full time, arranged 75.00 
New York Polyelinie Medieal School and Hospital, 
West 50th St., New York 1 Dermatology and Syphilology Five days, full time, arranged 75.00 
for Specialists, Seminar B 
Seminar in Dermatologic Histo- Five days, full time, arranged 75.00 
pathology 
= poncead in Dermatology Five days, fuli time, Sept. 12-16 55.00 
New York University-Belleyue Medical Center, 356 Second 
Ave., New York 10, aud Post-Graduate Medical School of as + 2 Dermatology and Syphi- Five days, full time, Sept, 26-30 75.00 
the New York University we ‘Dermatology and Syphi- Three years, full time, Oct. 3 Not given 
University of Pennsylvania Graduate Sehool of Medicine, Pa and Syphilology Thirty-two weeks, Oct. 3-May 271+ 800.0 
36th and Pine Sts., Philadelphia 
DIABETES 
wea ne Gna School of Medicine, 427 South Medical and Surgical Diabetes Ten weeks, part time, Sept. 14 80.00 
Harvard Medical Sehool, 25 Shattuck St., Boston 15 Diabetes gone “y Relation to Five deys, full time, July 11-15 55.00 
At: New England Deaconess Hospital General Medie: 
Joint Committee on Postgraduate Education, 1313 Bedford Diabetes te Ten weeks, part time, October 20.00 
Ave., Brooklyn, Medical Society of the County of K:.ngs, 
Long Island College of Medicine 
At: Jewish Sanatorium and Hospital for Chronie Diseases ‘ 
ELECTROCARDIOGRAPHY 
Yale University School of Medicine, 333 Cedar St., New Medicine 203, Introductory Twelve sessions, part time, Sept. 22- 45.00 
Haven, and Connecticut State Medical Society Electrocardiogiaphy Dee, 15 
At: Yale University School of Medicine ‘ 
Peneenrenarepny and Heart Four weeks, full time, Sept. 7 250.00 
Cook County = eg School of Medicine, 427 South Blectrocardiography and Heart ‘Two weeks, full time, July 18 150.00 
Honore S8t., Chicag Dire 
Elctrocardiography and Heart Ten weeks, part time, Sept. 7 125.00 
Disea 
Postgraduate School, 29th and Ellis Two weeks, full time, Aug. 15-27 159.00 
ve., 
Univers: ty outeville, 101 W. Chestnut St., Louisville Electrocardiogiaphy Part time, ten weeks, Sept. Not given 
> trocardiography ull time, five days, . 17-2 
At: New England Medical Center Eleetrocardiogtaphy I Full time, three days, Dee, 12-14 30.00 
University of M-chigan Medica! School, 1313 East Ann St., Ann Electrocardiog.aph.e Diagnosis Gne week, full time, Aug. 20-Sept, 3 50.00 
Arbor, Michigan State Medical Society, Wayne University 
—. of — and Michigan Department of Hea.th 
At: Ann Arbor 
Joint Committee on Postgraduate Edueation, 1513 Bedford “tee and Clini- Five weeks, part time, October 30.00 
Ave., Brooklyn, Medical a, of the County of Kings, { cal Cardiolog 
Long Island College of Medicin Clinical Risstrocardiography Five weeks, part time, October 30.00 
At: Jewish Hospital 
At: Beth El Hospital Basie Electrocardiography Five weeks, part time, October 20.09 
At: Maimonides Hospital Cl nieal Cardiology and Ad- Five weeks, part time, October 20.09 
vanced Electrocardiography 
Medicine PM 41—Intensive Six days, full time, Sept. 26 Oct. 1 6).00 
Columbia Soy College of Physicians and Surgeons, Course in Elementary Ekctro- 
630 West 168th St., New York 32 cardiography 
At: Mt. "pinal Hosp:t al Medicine PM 42—Intensive Five days, Dee. 19 23 40.00 
Course in Advanced Electro- 
eardiography 
New York Medical College, Flower and Fifth Avenue Hos- Electrocardiography Two weeks, part time, October 100.00 
pitals, 20 East 106th St., New York 
New York Polyclinic Medical School and Hospital, 341-353  Electrocardiographie Interpre- Two weeks, part time, arranged 75.00 
West 50th St., New York 19 tation 
New York University-Bellevue Medical Center, 356 Second 5423-A Electrocardiography Five days, full time, Novy. 14-18 Not given 


Ave., New York 10, and Post-Graduate Medical School of 
the ‘Kew 3 York University 


ELECTROENCEPHALOGRAPHY 


University of Illinois College of Medicine, 1853 West Polk St., Training Course in Electro- Three months, fu!l time, arranged 200.00 
Chicago 12 encephalography 
Columbia University College of Physicians and Surgeons, Neuro ogy PM 2 !2—Clin:cal Three months, full time, Oct. 1- 150.00 
630 West 168th St., New York 32 Electroencephalography and Mareh 31 
At: Columbia Presbyterian Medical Center Electromyography 
At: Mt, Sinai Hospitai Neurology PM 33 !2—Clin‘eal Three months, part time, Oct. 6-Jan,. 19 60.00 
Electrocncephalography 
New York University-Belleyue Medical Center, 356 Second 642-A Electroencephalography Eight weeks, part time, Jan. 9-Feb. 4 300.00 
Ave., New York 10, and Post-Graduate Medical School of 
the New York Universit ty 
University of Pennsylvania Graduate School of Medicine,  Electroencephalography Two weeks, full time, arranged 200.00 
36th and Pine Sts., Philadelphia 
marie University College of Medicine, 509 Lincoln Ave., Introduction to Clinical Electro- Twenty hours, Jan. 1-30 * 25.00 
ouston, Texas encephalogr raphy 


References will be found on page 749. 
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une 25, 1949 


Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950—Continued 


Institution 


University Extension, University of California, 405 Hilgar 
Ave., Los Angeles 24, and the University Medical Schools 
at Los Angeles and San Francisco 

At: University of California, Los Angeles 

Michael Reese 57 a, Postgraduate School, 29th and Ellis 

Ave., Chicago 1 


Harvard Medical School, 25 Shattuck St., Boston 15 
At: Massachusetts General Hospital 


Wayne Se aaa College of Medicine, 1512 St. Antoine St., 
tro 


Joint Committee on Postgraduate Education, 1313 Bedford 
Ave., Brooklyn, Medical Society of the County of Kings 
and Long Island College of Medicine 

At: Jewish Hospital 


At: Jewish Sanatorium and Hospital for Chronie Dis- 
eases 
At: Beth El Hospital 


Columbia University ang Physicians and Surgeons 
630 West 168th St., New 
At: Mount Sinai Hospital” 


New York Medical College, Flower and Fifth Ave. Hospitals, 
20 East 106th St., New York 29 

New York University-Belleyue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical Schoo] of 
the New York University 

The Association for the Study of Internal Secretions, 1200 
North Walker St., Oklahoma City 

At: Miami, Florida 


A of College of Medicine, 1853 West Polk 
St., C 
Harvard see School, 25 Shattuck St., Boston 15 
At: Massachusetts General Hospital 
Columbia University College of Physicians and Surgeons, 
630 West 168th St., New York 32 
At: Columbia-Presbyterian Medical Center 
New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 
New York University-Belleyue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
the New York Universit y 
Temple University School of Medicine, 3400 North Broad St., 
Philadelphia 40 


Cook County no tage School of Medicine, 427 South 
Honore St., Chica 12 
Harvard Medical ne 25 Shattuck St., Boston 15 
At: Massachusetts General Hospital 
New York Medical College, Flower ~y Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


Yale University School of Medicine, 333 Cedar St., New 
Haven and Connecticut State Medical Society 
At: Yale University School of Medicine 


Cook County Graduate School of Medicine, 427 South 
Honore St., Chicago 12 


Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26 
At: Receiving Hospital 
Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn, Medical Society of the County of Kings 
and Long Island College of Medicine 
At: Beth El Hospital 
At: Jewish Hospital 
At: Greenpoint Hospital 
At: Beth El Hospital 
At: Jewish and Hospital for Chronic Dis- 
eases 
College of Physicians and Surgeons 
630 West 168th St., New York 32 
At: ae le Hos pital 
At: Mount Sinai Hospital 


New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 

New York Polyclinic Medical School and Hospitals, 341-353 
West Oth St., New York 19 

New ta University Bellevue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
the ‘New York University 

University of Oregon ~ ee School, 
Marquam Hill Rd., Portland 1 

University of Pennsylvania Graduate School of Medicine 
36th and Pine Sts., Philadelphia 


3181 South West 


Title of Course 


ENDOCRINOLOGY 


Therapy of Metabolic and 
Endocrine Disorders 


Diseases of the Endocrines— 
Physiology and Diagnostic 
Methods 


Pediatric Endocrinology 
Endocrinology 


Disorders of the Endocrine 
{ System 


Female Sex Endocrinology 


Applied Endocrinology 


Endocrine Disorders in Children 
and Adolescents 


Medicine PM 38, Diseases of 
Metabolism 
Medicine PM 39, 
logical Disease 


Endocrinology 


5422-4 Endocrinology 
549-A Endocrinology 


Postgraduate Assembly 


ENDOSCOPY 


Postgraduate Course in Bron- 
choesopliagology 


Endoscopy 
Medicine PM2 12 Gastroscopy 


{ Gastroscop 
dvyanced 


566-A Cystoscopy and Endos- 
eopy 


Bronchology and Esophagology 


FRACTURES 
Fractures 
Treatment of Fractures and 


Other Traumatie Conditions 
Fractures and Allied Trauma 


GASTROENTEROLOGY 
Medicine 201, Gastroenterology 


Forty Hour Personal Course in 
Gastroscopy and Gastro- 
enterology 

o Week Course in Gastro- 

Gastroenterology 

Gastroenterology 


Roentgen Diagnosis in Gastro- 
enterology 


Gastroenterology (1) 

Gastroenterology (III) 
Gastroenterology (1V) 
Gastroenterology 


Medicine PM 70, Gastroenter- 
ology 


Medicine PM 32, Gastroenter- 
ology 

Gastroenterology 

Gastroenterology 

5421-A Gastroenterology 

5411-A Gastroenterology 

Gastroenterology 


Clinical Gastroenterology 


Registration Fee 
and/or Tuition 


Schedule of Course 


Three months, evenings, Sept. 28-Dec. 7 


Ten days, full time, Oct. 17-28 


Five and one-half days, full time, 
Oct. 3-8 

Twelve weeks, part time, Dec.-March 

Six weeks, part time, October 

Ten weeks, part time, October 

Six weeks, part time, October 

Eight weeks, part time, October 


Five days, full time, Nov. 9-14 
Five days, full time, Nov. 30-Dee. 5 


Three weeks, full time, Fall, arranged 


Five days, full time, Oct. 24 


Dec, 12 (tentative) 


Two weeks, full time, Sept. 19-Oct. 1 
Three months, full time, arranged 
Two months, part time, arranged 


Two weeks, part time, arranged 
Five weeks, part time, arranged 


Fifteen sessions, part time, Sept. 26- 
Oct. 28 


Two weeks, Sept. 12-23 


Ten weeks, part time, Oct. 12 
Nine days, full time, Oct, 24-Nov. 2 
Three weeks, full time, arranged, Fall 


Fourteen sessions, part time, beginning 
Sept. 21 

Two weeks, full time, July 18, Sept. 26 
and Oct. 24 


Two weeks, full time, Oct. 24 


Ten weeks, part time, Sept. 14 
Twelve weeks, part time, Sept.-Dec., 
Dec. “Mar 


Eight weeks, part time, October 


Six weeks, part time, October 
Six weeks, part time, October 
Five weeks, part time, October 
Six weeks, part time, October 


Three and one-half ge once a week, 
17 


3% hours, Oct. 4-Jan 

One and one-half weeks, full time, 
Oct. 31-Noy. 9 

One month, part time, arranged 

Six weeks, or three months, part time, 


October and January 
Yen days, full time, Dee. 


Not giv 
Seven sessions, part time, | Hd 4-Feb. 15 Not siven 


Five days, full time, Noy. 7-11 
Sixteen weeks, October 


$35.00 


100.00 


80.00 
25.00 
40.00 
20.00 
30.00 
20.00 
40.00 
30.00 
150.00 


-28 given 
Eight sessions, part time, Jan. 6-Feb. 24 Not aiven 


Not given 


100.00 


50.00 15 
75.00 16 


50.00 


400.90 


References will be found on page 749. 


380.00 
250.00 1 
200.00 
500.00 
250.00 
125.00 
155.00 
100.00 
( 100.00 
20.00 
20.00 
20.00 
20.00 
20.00 
80.00 | 
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Institution 


Columbia University College of and Surgeons 
630 West 168th St., New York 3 : 
At: Mount Sinai Hospital 


pe > ey Graduate School of Medicine, 427 Honore St., 


Michael, Postgraduate School, 29th and Ellis 
ve., C 
Tufts College nanos School, 30 Bennet St., Boston 
At: New England Medical Center 
Wayne University College of Medicine, 1516 St. Antoine St., 
Detroit 26 


Joint Committee on Post-Graduate Fducation, 1313 Bedford 
Ave., Brooklyn, Medical Society of the County of Kings 
and Long Island College of Medicine 

At: Jewish Hospital 


Columbia University College of Physicians and Surgeons 
630 West 168th Street, New York 32 
At: Montefiore Hospital 
At: Mount Sinai Hospital 
New York Medical College, Flower - Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 


New York ey Bellevue psig Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
the New York 

University of Oregon Medical School, 
Marquam Hill Rd., Portland 


University of Pennsylvania Graduate School of Medicine, 
36th and Pine Sts., Philadelphia 


3181 South West 


Wayne Peete College of Medicine, 1512 St. Antoine St., 
Detro 


New College, Flower Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York?9 


University of Southern California School of Medicine, 3551 
University Ave., Los Angeles 
At: Los Angeles County General Hospital 
Emory University School of Medicine, 104 Physiology Bldg., 
Emory University, Georgia 
At: Grady and Emory University 
Hospital 
Cook South 
Honore 8t., 


County Graduate School of 
Chicago 12 


Medicine, 427 


Harvard Medical School, 25 Shattuck St., Boston 15 
At: Boston City Hos pital 


University of Minnesota, Minneapolis 14 
At: Center for Continuation Study 


Mississippi State Sanatorium, Sanatorium, Mississippi 


Columbia University College of Physicians and Surgeons, 
630 West 168th St., New York 32 
At: Mount Sinai 


Cont University Medical College, 1300 York Ave., New 
oO 1 
At: Bellevue Hospital 


New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


New York University Bellevue Medical Center, 356 Secon 
Avye., New York 10, and Post-Graduate Medical School at 
the ‘New York University 


At: Beth Israel Hospital 


Oklahoma State Medical Association and Oklahoma State 
Health Department, 210 Plaza Court Bidg., Oklahoma 
City 


At: Various towns in Oklahom 

pes. By ‘College of Physicians, 4200 Pine St., Philadelphia 
At: Washington University School of Medicine, St. Louis 
At: St. Louis University School of Medicine 


University of Pennsylvania Graduate School of Medicine, 
36th and Pine Sts., Philadelphia 


Title of Course 


GERIATRICS 
Medicine PM 47, Geriatr‘es 


HEMATOLOGY 
One Week Personal Course in 
{ Hematology 
Hematologie Diagnosis 


Hematology 
Beginning Hematology 
Advanced Hematology 
Clinical Hematology 


Hematology 
Medicine PM 66, Clinical 
Hemstology 
Mediciny PM 


Hematology 


PM 67, Advanced 


35, Hematology 


546-A Clinical Hematology 
546-B Clinical Hematology 


Diagnosis and Treatment of 
Diseases of the Blood and of 
the Blood Forming Organs 

Clinical and Laboratory Hema- 
tology 


HISTOLOGY 
Advanced Histology 


Histology 


IMMUNOLOGY 
Immunology 


INTERNAL MEDICINE 
Clinical of Internal 
Medicine 
Internal Medicine 731 47 


General Internal Medicine 


Fever and Alli ases 
Personal Course in haan. Hay 
Fever and Allied Diseases 
Internal Medicine 
Internal Medicine 
Internal Medicine 


Personal Course in Hay 
ed Dis 


Internal Medicine and Chest 
Diseases 


Medicine PM 34, Diseases of 
the Kidney 

Medicine hg 33, Diseases of 
the Live 

Medicine PM 30, Symposium on 
Internal Medicine 

Graduate Instruction in 
Internal Medicine 


Internal Medicine 

Internal Medicine 

Basie Science Course Leading 
to the Degree of Master of 
Medical Seience (Internal 
Medicine) 


5429-A Internal Medicine 
5428-A Internal Medicine 


541-A Seminar in Internal Medi- 
cine 
683-A Internal Medicine 


Internal Medicine 


Preclinical Science in Internal 
Medicine 

Preclinical Science in Internal 
Medicine 


Internal Medicine 


Registration Fee 


Schedule of Course 


and/or Tuition 


Four months, part time, Oct. 6Jan, 26 $65.00 


One week, full time, Sept. 26 


Ten weeks, part time, Sept. 21 
Two weeks, full time, Aug. 1-13 


Full time, five days, Dec. 5-9 


Twelve weeks, part time, Sept.-Dec. 
Twelve weeks, part time, Dec.-March 


Eight weeks, part time, October 


Three months, part time, Sept. 27- 
an. 
Four months, part time, Sept. 20- 


Jan. 24 
Five days, full time, Oct, 24-29 
Two months, part time, arranged 


— sessions, part time, Oct. 4- 
Seven sessions, part time, Jan. 4- 


Feb. 15 
Three days, full time, Noy. 14-16 


Six weeks, October and December 


Twelve weeks, part time, Dee.-Mareh 


Five weeks, full time, arranged 


Six weeks, half time, arranged 


Twelve weeks, full time, Sept. 12 


Nine months, full time, Dee. 5 
Two weeks, to one year, arranged 


One month, full time, every month 


Six months, full time, arranged 


Three months, full time, Sept. 1-Noy. 30 
Twelve months, full time, Sept. 1l-Aug. 31 


Three days, Oct, 3-5 


Two weeks to six months, throughout 


the year 
Four days, full time, Noy, 18-22 


Three days, full time, Noy. 15-17 
Two months, full time, Oct. 4-Dec. 7 


Three months, or six months, 
full time 


One month, full time 2° 
Two months, full time 2° 
Nine months, full time, Oct. 45 


Nine months, full time, Sept. 26-June 17 


Four, eight or twelve weeks, part 
time, Sept. 26-Dec, 16 


Fight weeks, full time, Jan. 3-Feb. 24 


Eight part Wed. and 
26-Dee, 1 


Fri., 


Ten ten July 1949 to 


June 1951 


Three days, Oct, 24-26 

Three days, Oct. 27-29 

Thirty-two weeks, full time, Oct. 3- 
May 27 


Not given 
Not given 
30.00 


200.00 


250.00 


750.00 
12.00 15 


380 
605,00 
20.00 


None 
15.00 
35.00 

350.00 


150.00 


600.00 
Not given 


Not given 
Not given 


35.00 


35.00 


References will be found on page 749. 
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100.00 
100.00 
| 45.00 
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Institution 


Colorady State Medical Society, 85 Republic Bidg., Denver 
and Rocky Mountain Cancer Foundation and Colorado 
Division of American Cancer Society 
At: Denver 
Minnesota Department of Health, Minnesota State Medical 
Association, Minnesota Division of American Cancer 
Society 
At: University of en Center for Continuation 
Study, Minneapolis 1 
Washington University Schosl of Medicine, Euctid Ave. and 
Kingshighway, St. uis, Mo. 
New York State Department of Health, Albany 1 and U. 8. 
Public Health Service Cancer Control Funds 
At: Approved hospitals throughout the country 
Columbia University, College of Physicians and Surgeons, 
30 West lésth New York 32 
“At: Montefiore Hospital 
New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 6th St., New York 29 
University of Oregon Medical School, 3181 South West 
Marquam Hill Rd., Portland 1, and American Cancer 
at et 
: University of Oregon Medical School 
Division, Pennsylvania Department of Health, 
Harrisburg 
At: University of Pennsylvania School of Medicine, 
Philadelphia 
Tennessee State Medical mame 4 South Dunlap St., 
University Center, Memphis 
At: Teaching Centers and pion Scats 
University of Texas Medieal Branch, Postgraduate Division, 
Galveston 
State Medical Society of Wisconsin, 704 E. Gorbam St, 
Madison 
At: Superior-Duluth Area 
At: Wausau 


boo 
At: Wisconsin General Hospital, Madison 


College of Medical Evangelists Graduate School of Medicine, 
Boyle and Michigan Aves., Los Angeles 


Los Angeles Comey Medical Association, 1925 Wilshire 
Bivd., Los Angeles 
At: St. Hospital, Burbank 
California Medica! Association, Postgraduate Activties Com- 
mittee, 340 Sutter St., San Francisco 8 
At: 15 Regional Centers 
Research Study Club, 727 West 7th St., Los Angeles 
At: Elk’s Club, Los Angeles 
San Joaquin County Medical Society, Committee on Post- 
graduate Activities, Stockton, California 
University of California Medical School, Medical Center, 
San Francisco 
Colorado State ees Society, 835 Republic Bidg., Denver 
At: Butte, Monta 
Connecticut State cctienn Society, 258 Church St., Box 1438, 
‘ew Haven 
Medical Society of the District of Columbia, 1718 M St. 
N.W., Washington 6 
Emory University School of Medicine, 104 Physiology Bldg., 
Fmory University, Georgia, and the Medical Association of 
Georgia 
At: Gnety Memorial Hospital and Emory University 
Hosp 
Cook School of Medicine, 427 South 
Honore St., Chicago 12 
Michael] Reese Recshas Postgraduate School, 20th and Ellis 
Ave., Chicago 1 
University of Louisville, 101 W. Chestnut St., Louisville 


Tufts College Medical School, 30 Bennet St., Boston 
At: New England Medical Center 


Postgraduate Education Committee of the anes State 
— Society, 30 North an Ave., Chicago 
: Throughout the Sta 
St. Plizabeth Hospital, Ind, and Indiana Uni- 
versity School of Medicine 
At: St. Elizabeth Hospital 


Harvard Medical School, 25 Shattuck St., Boston 15 
At: Boston City Hospital 


Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26, Michigan 


The Kansas City Southwest Clinical Society, 630 Shukert 
Bidg., Kansas City 6, Mo. 
Mississippi Valley Medical Society, 200-224 W.C.U. Bidg., 
Illinois 
: Hotel Jefferson, St. Louis, Mo. 


Title of Course 
ALIGNANT DISEASES 


Third Annual Rocky Mountain 


Cancer Conference 


Cancer Control 
Cancer 


Diagnosis and Treatment of 
Cancer 


Training in Cancer Diagnosis 


and ‘Treatment 


Medicine PM 72, Neoplastie Dis- 
eases 


New Concepts in the Physiology 
Biochemistry of Cancer 
Diagnosis and Treatment of 
Malignant Growths 


Theory, Diagnosis and Treat- 


ment of Cancer 


Cancer 


Tumor Conference 


Cancer Clinics 


Cancer Clinics 

Cancer Cl nies 

Cancer Cl nies 

Cancer Clinics 
MEDICINE, GENERAL 
{Bie Medicine 


Diseases of the Kidne 


Differential Treat- 


ment of Internal Diseases 
Practical Medicine Leeture 


Extra-Mural Postgraduate 
Seminar Program 


Clinieal Course #8 
Cadaver Course 


Postgraduate Study Club Fall 
Lecture Series 


Continuation Course in General 


Mountain Medieal Con- 
er 


Clinical Congress 


20th Annval Scientifie Assembly 


Postgraduate Course for Gen- 
eral Practitioners 


Intensive Course in General 
edicine 


Application of Physiology and . 
Bi M i 


ochemistry to Medicine 


Three Day Intensive Refresher 


ourse 


Graduate Course in Medicine 
gs of Recent Advances in 


edicine 
Postgraduate Conference 
Posteraduate Medical Educa- 
tion 


Diagnosis and Treat- 

Rennes in Physical Anthro- 

Diagnostic Conference 

Annual Fall Clinical Conference 


Postgraduate Medical Assembly 


Registration Fee 
Schedule of Course and/or ‘Luition 


July 14-15 


Three days, Sept. 15-17 
Three days, Jan, 5-7 


One week, full time, October 


One week to one year, arranged 
Four months, part time, Sept, 27- 
Jan, 24 


Six weeks, part time, October 


Five days, full time, Sept. 12-16 
Two weeks, full time ?? 


Ten weeks, July-Sept.?* 


Three days, Nov. 2-5 


One day, Sept. 21 
One day, Nov. $ 


One day, Noy. 12 


Twelve periods, part time, begins Oct. 4 
Nine hours,~part time, begins Nov. 15 
Eighteen hours, part time, begins Jan. 2 


One and one-half hours, every week 
One day, arranged 


Two weeks, Jan, 16-27 
Five days, Jan, 27-31 


Eight two hour lectures, Sept, 15, ms 29, 
Oct. 20, 27, Nov. 17, Dee. 8 and 1 


‘Twelve weeks, part time, an 
Sept. 19-Dee. 5 

Aug. 2-4 

Three days, full time, September 

Three days, Oct, 17-19 


One week, Fail 


Two weeks, full time, Oct. 3 


Twenty-five weeks, part time, Oct, 5- 
March 29 

Full time, three days, October 

Nine months, full time, Oct. 3-June 30 

Five Rg! 2 half days, "full time, 

One day, arranged 

One day a month, part time, first 
Tuesday of every month 

Thirty-two exercises, 2 hours each, 
Oct, 5-May 

Twelve weeks, Sept.-Dec. 

Twelve weeks, part time. one day a 
week, Sept.-Dec., ar 

Four hana full time, Oct. 3-6 

Three days, Sept. 28-30 


None 


Not given 


40.00 


None 53 
150.00 


150.09 


25.00 
150.00 28 


10.00 25 


20.00 


Not given 


Not given 
Not given 
Not given 
Not given 


50.00 
Not given 
3.00 
Not given 


10.00 


75.00 
150.00 
Not given 
755.00 
55.00 


None 
None 


100.00 
25.00 
15.00 
15.00 


None 


References will be found on page 749. 
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Institution 


Washington University ey of Medicine, Euclid Ave. and 
Kingshighway, St. Leuis 1 


University of Nebraska College of Medicine, 42nd St. and 
Dewey Ave., Omaha 5 


m 
At: University of Nebraska Hospital 


Omaha Mid-West Clinical Society, 1031 Medical Arts Bldg., 
Cmaha 2, Neb. 


Rutgers University, New Brunswick, N. J. and Medical 
Society of New Jerse 


rsey 
At: Cooper Hospital, Camden 
New —- State Department of Health, Albany 1 
t: Cerebral Palsy Centers throughout the country 
Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn, Medical Society Ht the County of Kings 


At: Jewish Hospital 
At: Coney Island Hospital 


University of Buffalo School of _ 
Department, 24 High St., Buffalo, 


Coluinbia of Physicians and Surgeons, 
6Sth St. w York 32 


Postgraduate 


Montefiore 


At: Mount Sinai Hospital 


New York Academy of Medicine, 2 East 103 St., New York 29 
At: New York Academy of Medicine and Local Hos- 


Polyclinic School and Hospital, 341-353 
t Suth St., New York 1 


New York en eae Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School 
of the New York University 


Council of Rochester “yam Hospitals, 800 Reynolds 
Areade Bldg., Rochester 4, N. 
At: Clifton Springs Sanatorium and Ciinie, Clifton 


Springs, N. Y 
University of North Carolina School of Medicine and Exten- 
sion Division, Chapel Hill 
: Various Centers in State 
Duke University School of Medicine, Durham, N. C. 
Oklahoma City Clinical Society, 512 Medical Arts Bidg., 
Oklahoma City 
Medical Society of the State of Pennsylvania, 230 State St., 
Harrisburg, Pa. 
At: Allentown 
Clearfield: 
‘rie: 


Harrisburg: 
Johnstown: 
Lancaster: 

( 
] 


Washington: 
Williamsport: 
Interstate Postgraduate Medical Association, 16 North 
Carroll St., Madison, Wis. and Philadelphia County Medi- 
cal Society 
At: Publie Auditorium, Philadelphia 
Anderson County Medical Society, 1501 North Main St., 
Anderson, 
Medical College of the State of eee Carolina Alumni 
Association, 16 Lucas St., Charlesto 
University of South Dakota ening of 
Vermillion 


Medical Sciences 


Nashville Academy of Maggiine and Davidson County Medi- 
eal Society, Nashville, 
At: Maxwell House Hotel, Nashville 
Postgraduate Medical aw of Soutb Texas, 229 Medi- 
cal Arts Bidg., Housto 
At: Shamrock Hotel, 
Jackson Clinic and Methodist Hospital, 
St., Madison 3, Wis. 


16 South Henry 


Title of Course 
GENERAL—Continued 
Applied Medical Science 1 or These 

Preparing for Clinical Special- 

ties o1 Medicine Dus 
General Refresher Course 


Seventcenth Annual Assembly 


Rutgers’ Plan for Continuing 
Eadueation of General Prac- 
titioners 


Cerebral Palsy 


Peripheral Vascular Diseases (1) 


Peripheral Vascular Diseases (11) 
Peripheral Vascular Diseases (I11) 


Course for General Practit:oners 


Medicine 
cular Dise 


Medicine PM 49, Diagnosis and 
Treatment of Ambulatory 
Patients 

Medie:ne PM Vas- 
cular Disor 

Advances in Methods 


Vas- 


Course for General Practi- 


tioners 

5424-A Nephritis and Hyper- 
tension 

547-A Problems Ry Diagnosis 

Forensie Medici 

5410-A Diseases ea the Liver 
and Biliary Tract 

5412-A Nephritis and Hyper- 


tension 


Medicine 


Medical Postgraduate Exten- 
sion Course 


Symposiu 
Annual Clinical Society Con- 
ference 


Graduate Education Institute 


34th International Medical 
Assembly 


Piedmont Postgraduate Clinical 
Assembly 


Alumni Postgraduate Seminar 


Special Anatomy; Biochemistry, 
Clinieal Applications; Micro- 
biology, Clinical Applications; 


Pathology, Clinical Applica- 
tions: Physiology, Clinical 
Applications 


Postgraduate Medical Assembly 


Postgraduate Medical Assembly 
of South Texas 


Annual Postgraduate Program 


NEUROLOGY AND PSYCHIATRY 


College of Medical Evangelists Grednews | School of Medicine, 
Boyle and Michigan Aves., Los Ange 

University of California (Medical en ae Medical Center, 
San Francisco, the University of California at Los Angeles 

At: Los Angeles 

University of California School of Medicine, Medical Center, 
San Francisco 

At: Langley Porter Clinic, San Francisco 


Neurology 
Clinical Neurology in Medical 
Practice 


Psychiatry and Neurology 


Registration Fee 


Schedule of Course 


Nine months, Oct. 3-June 


Four and one-half days, September or 
Cetober 


Five days, Oct, 24-28 


Three years, 1 day per week *¥ 


One—three months, arranged 
Ten weeks, part time, October 
Five weeks, part time, October 
Eight weeks, part time, October 
Two weeks, end of September 


Four months, part time, Sept. 22- 
Jan. 19 
Two months, part time, Oct, 5-Dec. 9 


Three months, part time, Cct. 13, 
an. 19 

Twelve days, full time, Oct. 10-21 

Six pres full time, October and 


January 
Five ‘eas, full time, Oct. 31-Nov. 4 


and/or ‘Luition 


$75.00 25 


25.00 


Registration Fee only 


30.00 5° 


None 5° 


30.00 


40.00 
10.00 


100.00 
Not given 


Seven sessions, part time, Jan. 9-Feb. 20 Not — 


To be arran nged 
Seven —— part time, Jan. 4- 


ven 


ot gi 
To be announced 


Fe 
Fight. part time, Jan, 5-Feb. 23 Not given 


One to four months, arranged 


One day a week for 6 or 8 weeks, 
arranged 


Three days, full time, Oct. 20-22 
Four days, full time, Cet, 24-28 


One day per week 


Oct. 4, 11, 18, 25 and Nov. 1 
Oct, 6, 13, 20, 27 and Nov. 3 
Oct. 5, 12, 19, 26 and Nov. 2 
Get. 6, 13, 20, 27 and Nev. 3 
Oct. 6, 13, 20, 27 and Nov, 3 
Oct. 5, 12, 19, 26 and Nov. 2 
Oct. 5, 12, 19, 26 and Nov. 2 
Oct. 5, 12, 19, 26 and Nov. 2 
Get. 5, 12, 19, 26 and Novy, 2 
Cet. 5, 12, 19, 26 and Nov, 2 
Cet. 5, 12, 19, 26 and Nov. 2 
our days, full time, Oct, 31-Nov, 3 


One to three days, September 
One and one-half days, full time, 
Nov. 3-4 


Four months, continuously 


Twelve one hour lectures, Oct. 5-6 
Three days, Nov. 29-Dec, 1 


One day, October 


Twelve hours, part time, begins Jan. 5 


One week, full time, July 25-30 


Twelve weeks, full time, Aug, 29- 
ov. 18 


Not given 


5.00 


5.00 
None 


75.00 


10.00 


20.00 


None 


30.00 


85.09 


200.00 


References will be found on page 749. 
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Registration Fee 


Institution Title of Course Schedule of Course and/or Tuition 
NEUROLOGY AND PSYCHIATRY—Continued 
University = Ay sees School of Medicine, 4200 East Ninth Psychosomatic Medicine Five days, full time, Sept. 12-16 $25.00 
Ave., Deny 
Yale Momence School of Medicine, 333 Cedar St., New Postgraduate Seminar in Neurol. Ten weeks, part time, Oct. 3-Dee, 5 Not given 


ogy, Psychiatry and Related 
Fields of Part I 
Basie Scien 
Physiology 200, Brain Tumor Full time, arranged 65.00 52 


Haven, Joint Committee of State on Hospitals, and 
Connecticut State Department of Healt 
t: Connecticut State Hospital, Middletown 


Catholic University of America, Department of Psychology 
b. 


and Psychiatry, Washington 17, D. C. Clinieal Psychiatry Fifteen weeks, part time, Oct.-Jan. 35.00 
At: St. Elizabeth’s Hospital 


Seminar in Psychotherapy I Fifteen weeks, part time, Oct.-Jan. 35.00 
Dynamic Psychiatry and Psy- Fifteen weeks, part time, Oct.-Jan. 35.00 
At: Child Center, Catholie University choanalysis 
; Psychopathology Fifteen weeks, part time, Oct.-Jan. 20.00 
Child Psychiatry I Fifteen weeks, part time, Oct.-Jan. 35.00 
Cook County Graduate School of Medicine, 427 South {pathoioxy in Neuro- Arranged 100.00 
Honore St., Chicago 12 Neurology Ten weeks, part time, Sept. 28 80.00 
Institute for Psychoanalysis, (64 North Michigan Ave., Psychosomatic Demonstrations Part time, October to June None 
Chicago, and Illinois Neuropsychiatrie Institute 
Michael Reese Hospital, Institute for Psychoanalysis, 29th Psychopathological Demon- Part time, October to June None 
and Ellis Ave., Chicago strations 
Massachusetts Department of Mental Health, Metropolitan Seminar in Pediatrie Neuro- Two weeks, part time, Oct. 17-Nov. 28 None 
State Hospital, Waltham, Massachusetts psychiatry 


At: Walter E. Fernald State School 


pg een in Social and Special Once a week, part time, Oct. 12-Dee. 17 None 
sychiatry 
At: Boston Psychopathie Hospital Review Course in Basie Neurol- Once a week, part time, Oct. 17-Dec, None 
ogy and Psychiatry 
Wayne paced College of Medicine, 1512 St. Antoine St., Problems in Neurology Twelve weeks, part time, Sept.-Dec, 35.00 
Detro Human Inheritance Twelve weeks, Sept.-Dec. 25.00 
university y? Minnesota, Minneapolis 14 Psychosomatic Medicine Two weeks, Sept. 12-24 Not given 
: Center for Continuation Study C for One week, Nov. 28-Dee. 3 35.00 
ysic 
Columbia University College of, Physicians and Surgeons, woes Fas I, en Two months, full time, Oct. 3, Dee. 9 250.00 
630 West 168th St., New Yor Neurology PM L yi aa nths, full time, July 5-Sept. 30, 150.00 
Psychiatry PM 30, Psychiatry Four and one-half months, part time, 100.00 
in General Medicine Oct. 18-March 7 
Neurology PM 31, Practical Six months, part time, Oct. 10-May 29 140.00 
At: Mount Sinai Hospital ae and Neuro- 
Neurology PM 32, Advanced Six months, part time, Oct. 6-May 25 100.00 


Practical Neuroanatomy and 
Neuropathology 


At: Montefiore Hospital Neurology PM 60, Neuropsy- One month, part time, Noy. 7-Dee. 3 75.00 
enia 
Joint Committee on Post-Graduate Edueation, 1315 Bedford ia of Neural Function Fight weeks, part time, October 20.00 
Ave., Brooklyn, Medical Society of the County of Kings UClinical Neurology Eight weeks, part time, October 20.00 
and ‘Long Island College of Medicine 
At: Jewish Sanatorium and Hospital for Chronie Dis- 
eases 
At: Jewish Hospital Child Psychiatry Ten weeks, part time, October 20.00 
Philosophy and Psychoanalysis Ten weekly lectures, Noy. 21 20.00 
for Psychoanalysis, 220 West St., in Working Fifteen weekly seminars, Sept. 29 Not given 
New r elationships 
At: New School for Social Research "i in Psychoanalytic Fifteen weekly lectures, Oct. 3 Not given 
hg 
Readings in Psychoanalysis, Twenty weekly sessions, Sept. 16 40.00 
I The Works of Freud 
: ‘he Analytie Process Fifteen weekly sessions, Sept. 15 30.00 
At: Institute for Psychoanalysis Theory of Neurosis Fifteen weekly lectures, Sept. 13 30.00 
Continuous Case Seminar ‘Ten weekly sessions, Sept. 12 20.00 
Clinical Conferences Ten weekly sessions, Sept. 13 20.00 
647-A Psychiatry and Neurology Ten weeks, full time, Sept. 26-Dec. 300.00 
A and Psycho- Three months, part time, Sept. bes, 17 250.00 
ynamies 
649-A Psychiat Three years, full time, Sept. 600.00 
621-A Physical Medicine and Nine months, full time, Sept. 17 600.00 
Rehabilitation 
622-A Physical Medicine and Twelve or twenty-four weeks, full time, 200.00 44 
New York University Bellevue Medical Center, 356. Second 2 Rehabilitation Sept. 15 
‘Ave. New York 10, and Post-Graduate Medical School ae 641-A Psychiatric Problems in Three weeks, part time, Jan, 2-21 150.00 
the New York University General Practice 
646-A Psychiatry in the Practice Three months, full time, arranged 300.00 
of Medicine and Pediatrics 
551-A Neurologic Problems in Three weeks, part time, Jan. 2-21 150.00 
General Practice 
552-A Neuroanatomy and Neuro- Ten weeks, part time, Sept. 26-Dee. 3 150.00 
§ physiology 


553-A Neurology Three years, full time, Sept. 609.00 
Course for Psychiatrists Lead- Two year course, October to , 500.00 4 
Postgraduate Center for Psychotherapy, Inc., 218 East 70th ing to Certification in Psy- 
St., New York 21 chotherapy 
Psychiatrie Counseling and Ten hours weekly, part time, Oct. 3- 300.00 
Interviewing for Physicians an. 30 
American College of Physicians, 4200 Pine St., Philadelphia 4, Clinical Neurology Onow week, full time, Oct. 17-22 Not given 
and Jefferson Medical College 
At: Philadelphia 
e ewe: and Development of Thirty sessions, part time, Sept. 20- 30.00 
| the Child Muy 9 
Philadelphia Psychoanalytic Institute, 111 North 49th st., j Clinical Problems with Children: Five sessions, part time, Oct. 25May 9 7.30 
Philadelphia 39 
| Case Material 
| Introduction of Child Psychi- Twenty-eight sessions, part time, 30.09 
atry Sept. 27-April 11 


References will be found on page 749. 
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Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950—Continued 


Registration Fee 


Institution Title of Course Schedule of Course and/or Tuition 
NEUROLOGY AND PSYCHIATRY—Continued 
Freteestvess School Courses (on Arranged, September to June $426.00 
ory, therapeutie applications 
Philadelphia Psychoanalytic Institute, 111 North 49th St., nae practice of psychoanalysis) 
Philadelphia 39 The Psychoanalysis of Children Arranged, September to June 113.25 
and Adolescents 
Educative Analysis Arranged, September to June 148.50 
Neurology-Psychiatry Thirty-two weeks, full time, Oct, 3- 800.00 
University of Pennsylvania Graduate. School of Medicine, Ma 
36th and Pine Sts., Philadelphia ag ore A Neurology and Ten weeks, arranged 300.00 
sye 
(Basic Psychiatry Once weekly, part time, Sept. 27-Dee. 13 20.00 
——. of Psychoanalytic Once weekly, part time, Oct. 3-Dee. 12 20.00 
“oncepts 
Introduction of Cultural Every 2 weeks, part time, Jan. 16-May 22 
Anthropology 


Literature of eitintsenete Every 2 weeks, part time, Jan. 9-May 29, 30.00 
Jan. 4- d a 

General Theory of Neuroses*2 October-Jan 20.00 

Theory and Practice of Dream Every 2 ween, pect time, Jan. 3-Feb. 28 25.00 
Interpretation 

Relationship Between Physical Every 2 weeks, part time, Jan. 3-April 18 
Symptomatology and Dis- 
orders of Personality 

William Alanson White Institute of Psychiatry, 221 West 4 Case Seminar in Psycho- Every 2 weeks, part time, Jan. 11-May 24 30.00 
Sith St., New York analysis 

Seminar on the Application of | Once monthly, part time, Oct. 21-May 19 30.00 
Intensive Psychoanalytic 
Psychotherapy 

Continuous Case feminar in Every 2 weeks, part time, Sept. 30- 30.00 
Psychoanalysis March 24 

Practical Seminar yw Physicians Every 2 weeks, part time, Jan. 5-May 18 20.00 

Problems of Adolescent Guidance Every 2 weeks, part time, Jan. 10-May 23 15.00 

Seminar on Child Psychiatry 34 Once weekly, part time, Sept. 29-Nov.17 Not given 

20.00 


Seminar on Group Psycho Once weekly, part time, Oct, 4-Nov. 29 
therapy * 

to Philosophy Every 2 weeks, part time, Oct. 14-March 24 20.00 

Patterns of Function in the Once weekly, part time, Oct. 4-Novy. 29 20.00 


Central Neryous System 


NUCLEAR SCIENCE 


40 Atomie Energy Comuanien Training Program and Reed Nuclear Science Six months, full time Not given 
. College, Portland 2, Ore 
University of California Medical School, Extension Division, Medical Aspects of Nuclear Six days, Aug. 29-Sept. 3 60.00 
Mecieal Center, San Francisco Energy 
Columbia University College of Physicians and Surgeons, sr ogy PM 30, Introduction Three and a half months, part time, 60.00 
630 West 168th St., New York 32 o Nuclear Physies for Physi- Oct. 7-Jan. 20 
At: Mount Sinai Hospital haan 
NUTRITION 
New York Medical College, Flower + Fifth Avenue Hos- Nutrition One month, arranged 150.00 
pitals, 20 East 106th St., New York 29 


OBSTETRICS AND GYNECOLOGY 


University Extension, University of California, 405 Hilgard Obstetrics and Gynecology One week, full time, Oct, 3-7 50.00 
Ave., Los Angeles 24 and the University Medical Schools 
at Los Angeles and San Francisco 


University of California Medical School, Medical Center, Postgraduate Course in Ob- Four duys, July 5-8 45.00 
San Francisco 22 stetrics and Gynecology 
At: University of California Hospital 
Yale University School of Medicine, 333 Cedar St., New Gynecology 200, Office Diag- Eight sessions, part time, Oct. 3- 25.00 
rie p and Connecticut State Medical Society nosis and Treatment Nov. 21 
At: Yale University School of Medicine 
Chieago Medical Society, 30 North Michigan Au, Chicago 2 Obstetries, Endocrine-Gyne- One week, part time, Oct, 24-29 50.00 
At: Northwestern University Medical Schoo cology and Sterility 
‘Personal Course in Vaginal Ap- Two weeks, full tme, Sept. 19 and 100.00 


proach to Pelvie Surgery Nov. 1 
Intensive Course in Gynecology Two weeks, full time, Sept. 26 and Oct. 24 150.00 
Intensive Course in Obstetrics Two weeks, full time, Sept. 12 and Nov. 7 150.00 
Cook County Graduate School of Medicine, 427 South 4 Gynecologic Surgery Four yng part time, July 7, Sept. 8 80.00 


Honore St., Chicago 12 and 10 
Office Gynecology Four weeks, part a July 6, 80.00 
Scpt. 7 and Nov 
Surgical Obstetries Four weeks, ae iim e, Oct. 5 100.00 
.Office and General Obstetrics Four weeks, part time, Sept. 7 and Noy. 2 80.00 
Michael Reese gga Postgraduate School, 29th and Ellis Gynecology and Surgery for Twenty- five weeks, part time, Oct. 5- 150.00 
Ave., Chicago 1 the General Practitioner March 2 
University of ilinols College of Medicine, 1853 West Polk St., Retresher a. in Obstetries One week, © ue 11-16 36 10.00 
Chieago 12 and State Department of Publie Health and Gyneeolog 
Indiana University School of Medicine, 1040 West Michigan ok ppaamecaes a in Obstet- Full time, five days, Noy. 14-18 50.00 
St., Indianapolis 
Stato University of Iowa College of Medicine, University Obstetries and Gynecology Five days, late October or early 50.00 
Campus, lowa City, November 
University of Kansas Medical Center, Kansas City 3 Obstetries and GYnecology November (tentative) Not given 
University of Maryland Sehool of Medicine, Lombard and Gynecology and Obstetrics “A” Twelve weeks, full time, arranged 150.00 
Greene Sts., Baltimore Cee had and Ten weeks, full time, arranged 125.00 
emale Urology 
Medical School, 25 St., Boston 15 Gynecology One month or time, July, 155.00 
ynecology o weeks, fu ime, 
at: Massachusetts General Hospital Gynecology Three to twelve months, full time, 805.00 37 
throughout the 
At: Boston Lying-In Hospital Clinieal Obstetrics One month or inane, full time, Sep- 155.00 
tember and October 
Gynecology, Oncology and Ten weeks, full time, arranged 125.00 
University of Michigan Medical School, Department of Post- Female Urology “RB” 
graduate Medicine, 1313 East Ann St., Ann Arbor Basie Science as Applied to Twenty weeks, full time, Oct. 1-Feb. 28 375.00 
Obstetrics and Gynecology *8 
At: University Hospital Gynecology and Obstetrics ‘‘A” Twelve weeks, full lime, arranged 150.00 


Referepces will be foued on wage 749. 
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Institution Title of Course 


Registration Fee 
and/or Tuition 


Schedule of Course 


OBSTETRICS AND GYNECOLOGY—Continued 


University oft Minnesota, Minneapolis 
At: Center for Continuation Stu 

Joint Comnuiites on Post-Graduate Education, 1313 Bedford 

Ave., Brooklyn, Medical Society - the County of Kings 

and "Long College of Medicine 
At: Lon and College of Medicine 

At: Hospital of Pregnancy 

At: Greenpoint Hospital terility 

Columbia University College of Physicians and Surgeons, (Saat PM 80, 

r 


Obstetries for Spec-alists 
Manikin 


Internship 
630 West 168th St., New 
At: Margaret Hague Maternity Hospital, 


‘raining 
Jersey City, — ies PM 81, Observation 
ur 


N. d. 
At: Mount Sinai Hospital Gynecology PM 30, Reeent Ad- 
vances in Gynecology 
Basie Science Course Leading 
to the Degree of Master of 
Medical Science 
Obstetries and Gynecology 
Including Manikin Obstetries 
and Cadaver Gynecology 
(i61-A Seminar in Gynecology 
562-A Gynecology, Diagnosis 
and Office Treatment 
£63-A Gynecology, 
and Office Treatm 


New York Medical College, 
pitals, 20 East 100th St., 


Flower and Fifth Avenue Hos- 
New York 29 


New York Polyclinic Medical School and Hospital, 41-353 
West 50th St., New York 19 


New York University Bellevue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 4 565-A Gynecologic Pathology 
the ‘New York Universit y 567-A Gynecological Endocrin- 


ology 
568-A Vaginal Cytology 
569-A Surgical Anatomy as 
Applied to Gynecology 
5610-A Culdosecopy 
Gynecology 


Obstetrics 


At: Beth Israel Hospital 


Council of eer Regional Hospitals, 133 Fast Ave., 
Rochester 4, 
At: Stro ong. Hospital! 
University of Pennsylvania Graduate Sehool of Medicine, Gynecology and Obsietrics 
36th and Pine Sts., Philadelphia 


OCCUPATIONAL MEDICINE 


Medical Mycology, Industrial 
Mycology 


Industrial Medicine, D-395 


Purdue University, Lafayette, Indiana 


New York Medical Center, 356 Seeond 
Ave., New d Post-Graduate Medical School of 
New York allow 

University of Pittsburgh School of Medicine, S941 O'Hara Fellowship in Industrial Medi- 
St., Pittsburgh ene 


ONCOLOGY 
University of California motions ns Extension Division, Oncology: Newer Aspects 
Medical Center, San Francise 
Joint Committee on Post- may wl Education, 1313 Bedford 

Ave., Brooklyn, Medical Society of the County of Kings 
and Long Island College of Medicine 
County Hospital and Cancer Insti- 


Diagnosis and Treatment of 
Neoplastic Disease 


OPHTHALMOLOGY 
University of California Medical School, Extension Division, Ophthalmology 
Medical Center, San Francisco 22 
Ophthalmoscopy 
Opbthalmie Surgical Technic 
Informal Course in Clinical 

Ophthalmology 

Basie Ophthalmology 


Cook County Graduate School of Medicine, 
Honore St., Chicago 16 


427 South 


Northwestern Cploeeety Medical School, 303 E. Chicago 
Ave., Chicago 


University of andi College of Medicine, 1853 West Polk 
St., Chicago 12 


Harvard Medical School, 25 Shattuck St., Boston 15 
At: Harvard Medical School and Massachusetts Eye and 
Ear Infirmary 


Tufts College Medical School, 80 Bennet St., Boston 


At: Boston City Hospital 
At: New England Medical Cen 
Wayne Uni University College of Medicine, 1512 St. Antoine St., 
troit 
an of and Otolaryngology, 
00 First Ave. Bidg., Rocheste n. 
University of Medicine, Euclid Ave. and 
Kingshighway, St. Louis 
Joint Committee on Post- dadunte Edueation, 1313 Bedford 
Ave., Brooklyn, Medical Society a the County of Kings 
and Long Island College of Medic 
At: Jewish Sanitarium and Hospital for Chronie Dis- 


Postgraduate Course in 
Ophthalmolo 
Ophthalmology 


Ophthalmology 
Ophthaimology 
Neuro-ophthalmoscopy 
Ophthalmosecopy 
Basie Ophthalmology 


Home Study Course 
Basie Course in Ophthalmology 


External Eye Diseases 
Ophthalmoscopy 


Ophthalmology PM 30 12 

Ophthalmology PM 31,2 
Ophthalmie Surgery 

Ophthalmology PM 32, Refrac- 
tion and Extraocular 
Muscles 12 

Ophthalmology PM 33, G 
coma and the Pharmacology 
the Atonomie Nervous 

ste 

Ophthalmolozy PM 34, 

pathology of the Eye }* 


Chee University College of Physicians and Surgeons, 
630 West 163th St., New York 
At: Sinai Hospital 


364-4 Obstetrics , 


Three days, Noy. 17-19 $20.00 
Eight weeks, part time, October 30.00 
Four weeks, part time, —— 20.00 
Twelve weeks, part time, tober 40.00 
months, full time, 1 and 359.00 
t 
One cant full time, first of every 100.60 
mon 
Six days, full time, Dec. 12-17 65.00 
Nine months, full time ® 710.00 
Two months, full time, October 250.00 


Two months, full time, Oct, 3-Nov. 26 309.00 


Part time, Mon., Wed., Fri., Oct. 3-24 50.00 
Part time, Mon., Wed., Fri., Sept. 26- 75.00 
Oct. 28, Nov. 14-Dee, 16 and Jan. 4-Feb.26 
Full time, from three to nine months, Not given 
Nine months, part ne, Oct. 350.00 
Part time, Tues., Thurs., Sat., hot. 27- 150.00 
Nov. 22 and Jan. 3. Feb, 25 
Part time, Tues. and Thurs., Sept. 27- 100.00 
Nov. 22 and Jan. 3-Feb. 23 
Part time, Tues., Thurs., “7s Oct. 17- 200.00 
Novy. 15 and Nov. 22- Dee. 
Six sessions. part time, S.A 100.00 
Part time, Mon.-Fri., Sept. 7-Dee. 23 250.00 
and Jan. 9-April 
One to two months, arranged Not given 
Thirty-two weeks, Oct. 3-May 27 800.90 
Two weeks, July 11-23 100.00 
One year, full time, Sept. 26 600.00 
Three years, full time, arranged Not given 
Three days, full time, Sept. 12-l 40.00 
Eight weeks, part time, October 30.00 
Six days, full time, Sept. 12-17 50.00 
Three weeks, part time, Noy. 8 45.00 
Five weeks, part time, Sept. 20 100.00 
Two.weeks or more, full time 30. 
Eight months, full time, Oct. 1 800.00 
Eight months, full time, October-May 800.00 
Five months, full time, Sept. 26-March 4 705.00 
Part time, four weeks, Oct. 3-29 80.00 
Part time, four weeks, Jan. 9Feb. 4 80.00 
Full time, five Nov 14-18 00 
Part e, four , Nov. 7-Dee, 2 55 
Nine months, full September-June 96.00 
Ten months, Sept. 1-July 1 10.00 
Eight months, Oct, 1-May 30 600.00 
Eight weeks, part time, October 20.00 
Eight weeks, part time, October 20.00 
Seven weeks, part time, Oct. 5-Nov. 23 30.00 
Two months, part time, Oct. 5-Dee, 7 90.00 
Two and one-half months, part time, 80.00 
Oct. 7-Dee, 23 
Eleven weeks, part time, Sept. 15- 20.00 
Nov. 3 
Eleven weeks, part time, Oct, 10-Dec, 29 55.00 


References will be found on page 749. 
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Institution 


Title of Course 


OPHTHALMOLOGY-—-Continued 


College of Physicians and Surgeons, 
630 West 168th St., New York 
At: Mount Sinai Hospital 


New York Polyclinic Medical School and Hospital, 341-353 
West 50th St., New York 19 


New York University- oe Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
New York University 


University of Rochester School of Medicine and Dentistry, 
260 Crittenden Blvd., Rochester, N. Y. 
ee of Pennsylvania Graduate School of Medicine, 
6th and Pine Sts., *Phila: lelphia 
Virginia Society of Ophthalmology and Otolaryngology, 
x 1685, University Station, Charlottesville, Va. 


University of Pennsylvania Graduate School of Medicine, 
26th and Pine Sts., Philadelphia 40 


ye W. Evans Mureum and Dental Institute, 
e 
At: of Pennsylvania 


Phila- 


Comoe of Medical Evangelists, Graduate bean of Medi- 
, Boyle and Michigan Aves., Los Angeles 33 
Dabesouey of Kansas Medical Center, — City 3 


University of Louisville, 101 W. Chestnut St., Louisville 
Tulane University of Louisiana School of Medicine, 1430 
Tulane Ave., New Orleans 13 
Harvard Medical School, 25 Shattuck St., 
At: ildren’s Hospita 
At: Massachusetts Hospital 


Boston 15 


Columbia University College of Physicians and Surgeons, 
63) West 168th St., New York 32 


At: Hospital for Joint Diseases 


New York University-Belieyue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical Schoo! of 
New York Uniyersity 


University of Pennsylvania Graduate .School of Medicine, 
6th and Pine Sts., Philadelph la 


College of Medical Evangelists Graduate School of Medicine, 
Boyle and Michigan Aves., Los Angeles 33 

Cook County Graduate School of Medicine, 427 South 

Honore St., Chicago 12 


Northwestern 
Ave., Chicago 1 


Medical School, 303 E. Chicago 


rOphthalmology PM 35, Bacteri- 
ology of the Eye and External 
Diseases 

Ophthalmology PM Embry- 
ology of the Eye 

Ophthalmology Pw ‘St, Physi- 
ological Opties 

Ophthalmology PM 38, Ophthal- 
moscopy, Advanced 12 

Ophthalmology PM 39-A, Oph- 
thalmoscopy in General Prac- 


tice 
Ophthalmology PM 59-B Oph- 
in General Prac- 


PM 40, Tech- 
niques of Systematic Exam- 
ination of the Eye and Func- 
tional Testing 

Ophthalmology PM 42, Medical 

Ophthalmology 

Ophthalmology 

Ophthalmology 

Ophthalmology, including 
Ophthalmology 
(Cadaver) and Refraction 

Ophthalmology and Otolaryn- 

+ gology 

Ophthalmology and Otolaryn- 
gology including Cadaver 
Courses and Refraction 

Clinical and 
Ophthalmolog 

and 

Ophthalmology 

‘Motor Anomalies of the Eye '? 
(Part I) 571- 

Motor Anomalies of the Eye '? 
(Part II) 5 

Ophthalmic Neurology," 


573- 
4 Surgery ot the Eye, 
574-A 1 


External Diseases,'? 577-A 
Differential Diagnosis with the 
Slit Lamp, 575-A? 


Ophthalmology 


Ophthalmology 


Postgraduate 


ORAL SURGERY 


Oral Surgery, 
Dental Anesthesia *? 
Orthodontia 4? 
Oral Medicine, Periodontics *? 
Oral Surgery and Anesthesia 


ORTHOPEDIC SURGERY 
General Orthopedic Surgery 


rthopedie Surgery, inc'uding 
Medicine and Frac- 
ures 


Orthopedies 
Basie Science in Orthopedics 


Orthopedie Surgery *! 
Orthcpedie Surgery ** 


Orthopedic Surgery PM 80. 


Orthopedic Sur- 
gery,'? 581-A 

Orthopedics General Practice, 
582-A 


Functional Anatomy in Rela- 
tion to Orthopedies, 583-A 
= Sciences in Reiation to 

Surgery, 584-A 


OTOLARYNGOLOGY 
Otolaryngology 


Informal Course in Clinical '? 
Otolaryngology 
nformal Course in Clinieal ** 
Otolaryngology 
Basic 


Schedule of Course 


Eleven weeks, part time, Oct, 10-Dec. 


Seven weeks, part time, Oct. 5-Nov. 


Two months, part time, Oct, 10- 


Dec, 1 
Eleven weeks, part time, Oct, 26-Dec. 
Three months, part time, Sept. 19- 
Dee.!2 


Registration Fee 
and/or Tuition 


26 


23 


Three months, part time, Sept. 22-Dee. 15 


Eleven weeks, part time, Sept. 21-Dee, 7 


Two and one-half months, part time, 
. 27-Dec. 13 


Sept. 27 
Six weeks, October and January 


Three months, October and January 
Three months, part time, October and 


January 


Nine months, full time, October 


Three months, full time, October and 
January 


Six weeks, October and January 


Three months, October and January 


Six days, full time, Oct, 17-22 
Five days, full time, Oct, 24-28 
Five days, part time, Noy. 7-11 


ix days, full time, Oct. 31-Noy. 5 


Nine months, full time, Sept. hp va 17 


Five days, part time, Nov 
Five days, part time, eg 143 


Five days, July 25-29 
Thirty-two weeks, Oct. 3-May 27 


Four days, December 


Thirty-two weeks, Oct. 3-May 27 


One year, Oct. 3-Oct. 
Thirty-two Oct. 27 


Six days, Oct, 10-15 and Dec, 12-17 


One month, full i July 5-Aug. 2, 


1950 (every mont 
December (tentative) 


One day, October 
Sept. 1-Jan, 31 


One to twelve sane, full time, 
yea 


throughout the 


Three to twelve a full time, 


throughout the yea 


r 
Eleven weeks, part time, Oct. 6-Dee, 22 


Ten days, full time, Jan. 9-20 


Six days, full time, Nov. 28-Dee, 3 


Two weeks, part time, Sept. 12-23 


Nine months, full time, Sept. 26-June 17 


Thirty-two weeks, Oct. 3-May 27 


Twelve hours, part time, begins Nov. 1 


Two weeks, full time, arranged 


One month, full time, arranged 
Fight months, full time, Oct. 1 


$45.00 


40.00 
45.00 
40.00 
25.00 


75.00 
50.00 
100.60 
600.00 


50.00 
75.00 


Not given 
800.00 
25.00 


800.00. 
1,000.00 
800.00 


150.00 


100.00 
Not given 
Not given 
Not given 

805.00 

805.00 

100.00 


125.00 
69.00 
‘75.00 

600.00 

800.00 


30.00 
50.00 
100.00 
800.00 


References will be found on page 749. 
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Institution 


Title of Course 


OTOLARYNGOLOGY—Continued 


yy! of Illinois, College of Medicine, 1853 West Polk 
2 


t cago 1 
State of College of Medicine, University 
Campus, Iowa City 


Tulane University ot School of Medicine, 1430 


Tulane Ave., New Orleans 1 
Harvard Medical School, 25 Shattuck St., Boston 15 


American Academy of Ophthalmology and Otolaryngology, 
100 First Ave. Bidg., hester inn 
Washington University Se Euclid Ave. and 
Kingshighway, St. Louis 
Columbia University College of ‘Physicians and Surgeons, 
630 West 168th St., w Yor 
At: Medical Center 
At: Mount Sinai Hospital 


New York Medical College, Flower ig | Fifth Avenue Hos- 
pitals, 20 East 106th St., New Yor 


New York Polyclinic Medical School and Hospital, 341-353 
West 50th St., New York 19 


New Yerk University-Bellevue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
New York University 


University of Pennsylvania — School of Medicine, 
36th and Pine Sts., Philadel 
Virginia Society of Otolaryngology, 
Box 1685, University Station, Charlottesville, Va. 
t: Medical College of Virginia, Richmond 


Northwestern aaa Medieal School, 303 East Chicago 
Ave., Chicago 1 


University of California Medical School, 
Extension Division, San Francisco 22 


New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 20 


Cook County Graduate School of Medicine, 427 Svuth 
Honore St., Chicago 12 


Hospital Postgraduate School, 29th and Ellis 
Ave hie 16 
University of axstend School of Medicine, Lombard and 
Greene Sts., Baltimor 
mowers Medical School, 25 aottnns: St., Boston 15 
: Free Hospital for Wome 
Universite of Michigan Medical School, Department Post- 
graduate Medicine, 1313 East Ann St., Ann Arbo 
of Michigan Medical School, 1313 wast’ S8t., 
n Arbor, Michigan State Medical Society and Wayne 
University College of Medicine 
At: Ann Arbor 


Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26 ‘ 


New York State Department of Health, Albany 1 
At: Division of Laboratories and Resea rch 


Columbia Catpaiy College at Physicians and Surgeons, 
68th St., New Yor 


Course in Basic 
Otolaryngology 
Otolaryngology Rhinology 


Basie Otolaryngology 


Basie Sciences— 
Otolaryngology 
Homo Study Course 


ae Course in Otolaryn- 


ogy 
PM 1 
Bronchoscopy 


Otolaryngology PM 30 
Histopathology of the Ear 12 

Basie Science Course leading to 
the degree of Master of Medi- 
cal Science 

rOphthalmology and Otolaryn- 

gology including Cadaver and 


Refraction 
es and Otolaryn- 
olo 
Clinical and 
Ophthalmology 
Clinical Otolaryngology and 
gy 


Ophthalmolog 
Clinical Otolaryngology 


Clinical Otolaryngology 


Ot 
Medical Center, 


L 
in Otolaryngology,}2 
591 


Seiences of Otolaryngol- 


Postgraduate course 


OTOLOGY 


ay Otologie Surgery and 
ud 


OTORHINOLARYNGOLOGY 


orhinolaryngology 

Sciences as Applied to 
Otorhinolaryngology, Part I 
Anatomy 
PARASITOLOGY 

Parasitology 


PATHOLOGY 


(General Pathology 

Surgical Pathology 

Pathology and Laboratory 
Medicine 

in Surgical 
Pathology 

Personal Course in Surgical 
Pathology 

Personal Courses in Surgical 


Course in Gross and Micro- 
scopic Pathology 

Course in Gross and Surgical 
Patholog 

Background of 


| Clinieal Medicine 
Pathologie Diagnosis 


Pathology “C” (Neuropathol- 


ogy 

Pathology Obstetrics and 
Gynecolo 

(Neurepathol- 


jeneral Pathology 

surgical Pathology 

Pathology of Neoplasms 

Jermatopathology 

Neuropathology 

Pathology of Parasitic Diseases 

Physician-In Training (Pathol- 
ogy, Bacteriology, Bio- 
chemistry) 

Pathology PM 30, General and 

Special Pathology 


Tork and Fifth Avenue Hos- Clinical Pathology 
wy 


pitals, 20 East 1 k 2 
New York School and Hospital, 341-353 
West 50th St., New York 


Practical Instrue- 
tion in Pathology and Bac- 
teriology 


Pathology on Selective Subjects 


Schedule of Course 


Nine months, full time, Oct. 3-June 18 


Five days, Nov. 28-Dec. 2 
Ten months, July 1-April 30 


Registration Fee 
and/or Tuition 


$750.00 
75.00 
Not given 


Eight months, full time, Sept. 15-May 13 905.00 


Ten months, Sept. 1-July 1 
Eight months, September-May 


Three weeks, part time, Oct. 10-28 


Five weeks, part time, Oct. 18-Nov. 25 


Three years, full time 5 


Three months, full time, October and 


January 


Nine months, full time, October 


Six weeks, full time, October and 


January 


a 
Three months, full time, October and 
January 
Six weeks, part time, October and 
anuary 
Six weeks, part time, October and 


Janua 


ry 
Two weeks, full time, Noy. 28-Dec. 9 
Nine months, full time, Sept. 26-June 17 


Thirty-two weeks, Oct. 3-May 27 
Four days, December 


Five weeks, full time, about Oct. 1 


Five days, full time, Sept. 5- 
Sixteen weeks. part time, jg be 
announced 


Six weeks, half time, arranged 


Ten weeks, part time, Oct. 7 
Ten weeks, part time, Oct. 5 
Ten weeks, part time, Sept. 14 


Two weeks, full time, every two weeks 


Four weeks, full time, every two weeks 


By the hour, by appointment 


Twelve months, full time, by appoint- 
t 
Twelve months, full time, by appoint- 


ment 
Ten weeks, part time, Oct. 5 


Ten weeks, part time, Oct. 12-Dee. 14 


Six months, full time, arranged 


Twenty-one days, full time, Jan. 5- 
May 25 


Six months, full time 


Ten weeks, Sept. 26-Dec. 3 


Nine months, full time, Sept.-June 
pt.-Dee. 
part time, Dec.-March 
, part time, Dec.-March 
Twelve weeks, part time, Dec.-March 
Twelve weeks, part time, Sept.-Dec. 


Twelve weeks, part time, 
Twelve weeks, 


One year, arranged 


“Three and a half months, part time, 


Oct. 1-Jan, 21 


Approximately 26 hours, part time, 


arrang 
Arranged 


10.00 
659.00 
250.00 


500.00 


Not given 


8 


100.00 
Arranged 


References will be found on page 749. 
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Institution 


New York University-Bellevue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
New "York University 


At: Lenox Hill Hospital 


Baylor University College of Medicine, 509 Lincoln Ave., 
Houston 1, Texas 


Yale University School of Medicine, 333 Cedar St., New 
— and Connecticut State Medical Society 
ale University School of Medicine 
Children’ s Memorial Hospital, 707 Fullerton Ave., Chicago 14 


Cook County a School of Medicine, 427 South 
Honore St., Chicago 


Indiana University School of Medicine, 1040 West Michi- 
gan St., Indianapolis 7 
State University of Iowa College of Medicine, University 
Campus, Iowa City 
Harvard Medical School, 25 Shattuck St., Boston 15 
At: Children’s Hospital 


At: Massachusetts General Hospital 


Tufts College Medical School, 30 Bennet St., Boston 
At: New England Medical Center 
University of Minnesota, Minneapolis 14 
t: Center for Continuation Study 


Washington University — of Medicine, Euclid Ave. and 


Kingshighway, St. Louis 


Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn 16, Medical Society of the County of Kings, 
Long Island College of Medicine 

At: Beth-El Hospital 


At: Kings County Hospital 
Columbia University College of Physicians and Surgeons, 
630 West 168th St., New York 32 
At: Mount Sinai Hospital 


New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


New York University-Bellevue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
New "York University 


At: Beth Israel Hospital 


Council of Rochester Regional Hospitals, 133 East Ave., 
Rochester 4, N. Y. 
Southern Pediatric Seminar, Inc., Saluda, N. C. 


University of Pennsylvania Graduate School of Medicine, 
36th and Pine Sts., Philadelphia 


Wayne University College of Medicine, 1512 St. Antcine St., 
Detroit 26 


College of: iy Evangelists, Graduate School of Medi- 
cine, Boyle and Michigan Ave., Los Angeles 33 
Yale University School of Medicine, 333 Cedar St., 
Haven and the Connecticut State Medical Society 
American Congress of Physical Medicine, 30 North Michigan 
Ave., Chicago 
At: Cincinnati, Ohio 
Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn, Medical Society of the County of Kings, 
Long Island College of Medicine 
At: Kings County Hospital 


New 


Title of Course 
PATHOLOGY—Continued 
Gynecological Pathology,'? 441-A 
Surgical Pathology, 442-A 


General Pathology, 443-A. 
Radiation Pathology, 445-A 


for Gynecolo- 
s 68 
Review Course in Pathology 


{ape for Surgeons, 686-A 


PEDIATRICS 
Child Study 220, Developmental 
agnosis 


Postgraduate Course in Pedi- 
atrics 

Personal Course in Cerebral 
Palsy 

Course in Pediatrics 

Clinical 

Clinical Pediatri 

Refresher Course ha Pediatrics 

Pediatrics 


Pediatr ec Radiology *! 


Pediatrics 


Pediatrics Roentgenology 


Graduate Course in Pediatrics 

Refresher Course in Pediatrics 
Refresher Course in Pediatrics 
Clinical Pediatrics 


Applied Procedures 
in Childre 


Pediatrics att $1, Allergy in 
{ Child 


ren 
Pediatrics PM 30, Clinical 
Pediatrics 


Pediatrics 


Basic Science Course leadin 
the degree of Master of 


cal Science 
4 Clinical Pediatrics 
Clinical Pediatrics 
| Clin‘eal Pediatrics 


to’ 
edi- 


Clinical Pediatrics 611-A 
Clinical Pediatrics 612-A 


Practical Clinical Pediatrics 613-A 
Review of Clinical Pediatrics 


614- 
Pediatrie Endocrinology 615-A 12 
Pediatrics 688-A 


Allergy for Pediatricians 617-A 


Pedia 
Pediatrics 689-A 


Pediatrics 


Southern Pediatric Seminar 
Pediatries 


PHARMACOLOGY 
Survey of Pharmacology 


PHYSICAL MEDICINE 


_ Physical Therapy 


Medicine 206, Physical Medicine 
and Rehabilitation 


27th Annual Session 


Physical Medicine 


Cardiology for Pediatricians 618-A 
tries 6110-A 


Registration Fee 


Schedule of Course and/or Tuition 
Sixteen sessions, part time, Sept. 28 $100.00 
an. 18 
aw sessions, part time, Sept. 20- 200.00 - 
. 29 
Twelve weeks, part time, Sept. 26-Dec. 17 175.00 
Twenty-four sessions, part time, 100.00 
Oct. 31- A 
— sessions, part time, Oct. 10- 50.00 
ov. 17 
Twelve sessions, part time, Oct. 11- 50.00 
ov. 
Fifteen weeks, part time, Sept. 1-Dec. 16 120.00 
One or two years, full am, by 750.00 #6 
arrangement 
Four weeks, October 100.00 
Two weeks, full time, Aug. 1 150.00 
Twelve months, full time, Sept. 1 750.00 
Two weeks, full time, every week 60. 
One month, full time 100.00 
Part time, Nov. 2, 9, 30, Dec. 7 20.00 
Two days, October 10.00 7 
One month, full time, every month 155.00 
Four months, full time, Sept. 6-Dec. 21 505.00 
Four months, full time, Jan. 3-April 505.00 
Eight months, full time, Oct. 8-May 314% 805.00 
Full time, two weeks, Nov. 28 Dee. 10 80.00 
One week, Oct. 31-Nov. 5 35.00 
Nine months, full time, Sept.-June 500.00 
One month, full time, Sept.-@ct. 100.00 
Two months, full time, Sept.-Nov. 200.00 
Five weeks, part time, October 30.00 
Eight weeks, part time, October 20.00 
Six weeks, part time, Oct. 14-Dec. 2 30.00 
Two months, part time, Oct. 4-Dee. 13 80.00 — 
One month, full time, throughout the 150.00 
year 
Three years, full time > 710.00 
Te months, full time, throughout 250.00 
year 
Six months, full time, throughout 450.00 
the year 
Nine months, full time, throughout 650.00 
the year 
Ten weeks, part time, Oct. 17-Bec. 23 125.00 
Sent | weeks, full er tas Sept. 19-Oct. 15 150.00 
and Jan, 9-Feb. 
Four weeks, full ee Oct. 17-Nov. 12 125.00 
Six days, full time, Nov. 28-Dec. 60.00 
Three days, full time, Nov. 2-4 75.00 
Sixteen sessions, part time, Sept. 27- 0 
ov. 18 
Five days, full time, Oct. 10-14 75.00 
Five days, full time, Nov. 14-18 75.00 
One year, full time, Sept. 26-June 17 690.00 
Twenty-four sessions, part time, 75.00 
Sept. 26-Dee. 20 
One to two months, arranged Not given 
Two weeks, full time, July 18-30 25.00 
Thirty-two weeks, full time, Oct. 3- 800.00 
May 27 
Twelve weeks, December-March 15.00 
Eight hours, part time, beginning Oct. & 30.00 
Twelve sessions, part time, Oct, 6- Not given 
Dee. 15 
Five days, part time, Sept. 6-10 2.00 40 
Five weeks, part time, October 20.00 


References will be found on page 749. 
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Institution 


Title of Course 


PHYSICAL MEDICINE—Continued 


Columbia University. com of Physicians and Surgeons, 
630 ae a St., New York 32 
: Moun t Sinai nl ital 
New York ‘Polyelinie Medical School and Hospital, 341-353 
West 50th St., New York 1 
University of Pennsy Ivania "geateats School of Medicine, 
36th and Pine Sts., Philadelphia 


Cook County Graduate School of Medicine, 427 South 
Honore St., Chicago 12 
Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26 
Columbia University, College of Physicians and Surgeons, 
630 West 168th St., New York 
At: Mount Sinai Hospital 


New York Medical College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


New York University-Bellevue Medica! Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical Schoo) of 
New York University 


Physical Medicine PM 30, Physi- 
cal Therapy in Genera! Practice 


Physical Medicine 
Physical Medicine 
PHYSIOLOGY 
Clinieal Physiology 
Survey of Physiology 


Physiology PM 30, Physiology 
of the Digestive Tract 


(Physiology of the — 
cular System and B 

Physiology 

Physiology of the Nervous 


System 
Physiology of the Special Senses 
Physiology and Chemistry of the 


Registration Fee 
Schedule of Course and/or Tuition 


Four months, part time, Oct. 4-Jan. 31 $ 85.00 


Gastrointestinal Tract, Digestion 


Normal and Pathological 
Physiology: Functional and 
Chemical Aspects 5420-A 

Normal and Pathological 
Physiology: Functional and 
Chemical Aspects 545-A 


PHYSIOLOGICAL CHEMISTRY 


Wayne University College of Medicine, 1512 St. Antoine St., 
Detroit 26 


Chieago School of a Surgical Prosthetics, 1260 Lake 
Shore Drive, Chicago 


Illinois Masonic Hospital, 8836 Wellington Ave., Chicago 14 


Manhattan General Hospital, 307 Seeond Ave., New York 3 


University of Pennsylvania Graduate School of Medicine, 
36th and Pine Sts., Philadelphia 


Georgia Warm Springs Foundation, Warm Springs 


National Le gra for Infantile Paralysis, Inc., 120 Broad- 
way, Ne ork 5 
a Stanford University School of Medicine, San Fran- 


At: University of Colorado Medical Center, Denver 
At: The Childrens Medical Center, Boston 


At: City Hospital, Cleveland 


At: D. T. Watson School of Physical Therapy, Leets- 
dale, Pa. 


College of Medical Evangelists, Gapbacte School of Medi- 
cine, Boyle and Michigan Aves., Los Angeles 

Cook County Graduate “school of Medicine, 427 South 
Honore St., Chicago 12 


Tufts College Medical School, 30 Bennet St., Boston 
At: New England Medical Center 
Joint Committee on Postgraduate Education, 1313 Bedford 
Ave., Brooklyn 16, Medical Society of the County of Kings 
and Long Island College of Medicine 
At: Jewish Hospital 


New Polyclinic School and Hospital, 341-353 
West SOth St., New York 19 


New York University-Bellevue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 


Tulane University of Louiiens School of Medicine, 1430 
Tulane Ave., New Orleans 


Johns University School of Hygiene and Publie 
Health, 710 rth Washington St., Baltimore 
University of iiebigan School of Public Health, Ann Arbor 
New York State Department of Health, Albany. 1 
At: Any approved School of Public Health 


Columbia University Schoo! of Public Health, 600 West 168th 
St., New York 32 


Physiological Chemistry Seminar 
Special Topics 


PLASTIC SURGERY 
Phases of Sur- 


{ Physiologica Chemistry Seminar 


gery and Prosthet 
Plastic Surgical Prosthetics 


Fundamentals of Reconstructive 
Surgery of the Nasal Septum 
and External Nasal Pyramids 


Rhinoplasty and Otoplasty 3? 
Prosthetics 


POLIOMYELITIS 


Care of Acute and Convales- 
cent Poliomyelitis 
Poliomyelitis 


Poliomyelitis 

Infantile Paralysis—Acute and 
Early Convalescent Stages 

Poliomyelitis 

Poliomyelitis 

Poliomyelitis 

Poliomyelitis 


PROCTOLOGY 
Proctology 


Proctoscopy and Sigmoidoscopy 


Proctology I 
Proctology 


{ Proctology 


Proctology, Gastroenterology, 
Operative Proctology (Cadaver) 
Proctology 664-A 


PUBLIC HEALTH 


Tropical Medicine and Public 
Health Leading to the Degree 
of Master of Public Health 


Public Health 


Public Health 

Field Training in Public Health 

Course in Public Health Lead- 
ing to Master in Publie 
Health (or equivalent) 

Publie Health (Specialized Train- 
ng Courses in Industrial Hygiene, 
Tropical Medicine, Hospital 
Administration, Venereal Dis- 
eases and Tuberculosis) 


Four weeks, arranged 100.00 
Thirty-two weeks, Oct. 3-May 21 800.00 
Ten weeks, part time, Oct. 4 100.00 
Twelve weeks, part time, Sept.-Dec. 15.00 
Two months, Oct. 5-Deec. 9 40.00 
One month, part time, arranged 75.00 
One month, part time, arranged 75.00 
Two weeks, part time, arranged 50.00 
One month, part time, arranged 75.00 
One month, part time, arranged 150.00 
Ten days, full time, Sept. 19-30 Not given 
Seven sessions, part time, Jan. 4- Not given 
Feb. 15 
Twelye weeks, September-December 15.00 
Twelve weeks, December-March 15.00 
Twelve weeks, December-March 15.00 


Six weeks, full time, first Monday of 500.00 


every mon 

Sixty weeks, full time, first Monday of 821.10 
every mont 

Seventy-five hours, Oct. 1-8 150.00 


Three months, part time, evening courses, 500.00 
beginning Aug. runs eyery other month 
Thirty-two wecks, Oct. 3-May 27 800 


One —_ full time, July, October, None 
Janua 
Three <a July 11 Not given 
Five days, Noy. 14-19 Not given 
Five days, Aug. 15-19 50.00 
Five days, July 18-23 Not given 
Five days, Aug. 8- ay Not given 
Five Rng Aug. 29-Sept. 3 Not given 
One to three nal arranged Not given 
Twenty hours, part time, beginning 50.00 
an 


Three weeks, part time, one day a week, 50.00 
July 12, Aug. 2, Aug. 23, Sept. 20, 


Oct. 18 and Noy. 8 
Full time, five days, Oct. 17-21 45.00 
Six weeks, part time, October 40.00 
Six weeks, part time, October and 75.00 
January 
Six weeks, part time, October and 200.00 


January 
Eight weeks, part time, Sept. 26-Nov. 18, 125.00 
Jan. 9-March 4 


September 1 Not given 
Eight months, full time, Sept. 29- 600.00 
ay 

Sixteen weeks, Sept, 26-Jan. 21 

Six-fifteen months, full -— any time 

One academic year, full time, Sept.- enone. se 
une 

Eight months, full time, Sept. 29- 600.00 

May 27 


References will be found on page 749. 
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POSTGRADUATE COURSES 747 


Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950—Continued 


Registration Fee 


Institution and/or Tuition 


Title of Course 
PUBLIC HEALTH—Continued 


Schedule of Course 


New York State Department of Health, 76 State St., Extension Ccurse for Health One year $ 40.00 
Albany 1, and Albany Medical College Officers, Grade IT 
pat ot North Carolina School of Public Health, Publie Health Nine months, September-June 100.00 5° 
‘ha 
Ohio Separtment of Health and Lorain County Department Crientation in Publie Health One to three weeks, full time, arranged None 
of Health, Oberlin, Ohio Administration 
At: Oberlin, Ohio 
PULMONARY DISEASES 
Amores. College of Chest Physicians, 500 North Dearborn Diseases of the Chest Five days, Sept. 19-23 50.00 
St., cago 
At: Chicago 
At: New York Diseases of the Chest Six days, Nov. 14-19 50.00 
At: San Francisco Diseases of the Chest Five days, Dee. 5-9 50.00 
Cook County Graduate School of Medicine, 427 South Physical Examination and Diag- Part time, 2 hours a dey, one day a 60.00 
Honore St., Chicago 12 nosis of the est week for 8 onuie, Sept. 21 
ete Chapter the American College of Chest Sur- Diseases of ay Chest Three deys, Oct, 20-22 20.00 
geon 
At: University of Minnesota, Center for Continuation 
Study, Minneapolis 
State Sanatorium, Sanatorium, Mississippi Graduate Course in Internal Six weeks to 6 months, arranged None 
Medicine and Chest Diseases 
Americen Trudeau Society, 1790 Broadway, — York 19 Thoracie Diseases Two weeks, full time, July 18-50 100.09 
At: University of Colorado Medical Cen 
At: Saranae Lake, N, Y. The School of Tuber- full time, beginning 100.00 
culosis 12 
Columbia ae College of oo and Surgeons, Medieine PM 37, Diseases of the én Coie: full time, Nov. 22-29 60.00 
630 West 168th Street, New York 32 Chest 
At: Mount Sinai Hospital 
At: Bellevue Hospital Medicine PM 80, Discases of the Two months, full time, Oct. 1-Nov. 30 159.00 
es 
New York University-Bellevue Medical Center, 356 Second Acute and Chronic Diseases of Eight sessions, part time, Jan, 5- Not given 
Ave., New York 10, and Post-Graduate Medical School of the Chest 548-A Feb, 25 
New. York Univer sity 
School of Medicine, 3400 North Broad Broncho-Esophagology Two weeks, Sept, 12-25 250.09 
st adelphia 4 
Wisconsin Anti- Tuberculosis Association, 1018 North Jeffer- Essentials of X-Ray Films and Part time, 2 hour sessions, once a week None 
son St., Milwaukee 2 Their Interpretation for 6 weeks, Autumn 
At: Wal perth Ceuats Hospital 
RADIOLOGY 
University of California, Medical Extension, Medical Center, Postgraduate Course on Physics Four days, Sept. 6-9 Not given 
40 San Francisco 22 in Radiation Therapy 2 
(Clinical and Leeture Course in Two weeks, full time, first Monday of 125.00 
19 Roentgenology and every month 
Fluo opy 
Routine Clinical Course in Diag- Two weeks, full time, third Monday of 70.00 
nostic Roentgenology every t 
Diagnostic Reentgenology Sight months, full time, by appointmen 
School of Medicine, 427 South Diagnost'c Rcentgenology Twelve months, full t'me, by appointment 750.00 
Reutine Clinical Course in Diag- Cne time, third Monday of 125.00 
nostic Roentgenology every 1 
X-Ray Therapy Two tthe mi ‘full time, every Monday 110.09 
X-Ray Therapy One month, full time, every Monday 200.00 
X-Ray Therapy Two months, full time, every Monday 300.00 
Clinical Interpretation of Ten weeks, part time, begins Sept. 22 80.00 
X-Ray Findings 
— Roentgen Ray Society, University Hospital, Iowa Instructional Courses Three days, part time, Oct. 5-7 
t 
At: Netherland Plaza Hotel, Cincinnati, Ohio 
University of Louisville, 101 W. Chestnut St., Louisville X-Ray Interpretation Ono day, October Not given 
Harvard Medical School, 25 Shattuck St., Boston 15 General Radiology *! - One month or longer, full time, monthly 155.00 
: Peter Benet Brigham Hospital except August a 
At: Massachusetts General Hospital General Radiology *t Ore month or longer, full time, monthly 155.00 
; throughout the year 
At: Boston City Hospital General Radiology * One month or longer, fu!l time, moothiy 155.00 
Ware University College of Medicine, 1512 St. Antoine St., Beginning Physics in Radiology Twelve weeks, part time, Sept.-Dec 15.00 
troit 26 
At: St. Mary’s Hospital 
At: Receiving Hospital Medical X-Ray Conference sya meet, part time, Sept.-Dec., 15.00 
Joint Committee on Post-Graduate Education, 1313 Bedford Clinical Radio!ogy Ten weeks, part time, October 20.00 
Ave., Brooklyn 16, Medical Society of the County of Kings 
and Long Island College of Medicine 
At: a Sanitarium and Hospital for Chronie Dis- 
“ wish Hospital X-Ray Diagnosis Ten weeks, part time, October 20.00 
Columbia University College of Focus and Surgeons, Radiology PM 1, Radiological Two months, part time, Sept. 13- 25.00 
630 West 168th St., New York 3 Physics Nov. 17 
At: Presbyterian Medical Center ; 
Diagnostic Roentgenology Six weeks, part time, every six weeks 150.00 
except during July and August 
New York Medical College, Flower and Fifth Avenue Hos- Radium and Roentgen Therapy Six weeks, part time, arranged 150.00 
pitals, 20 East 106th St., New York 29 Basic Science Course leading to Three years, full time > 710.00 
the degrce of Master of Medi- 
ve ns h ths, full ti Octob d 300.00 
e, Ober an 
New York Polyelinie Medical School and Hospital, 341-353 Radiology T full tim 
West 50th St., New York 19 Radiology Twelve a full time, October and 1,000.00 
ar 
‘Diagnostic Radiology for Gen- Thirty: two sessions, part time, Oct. 7- 100.00 
eral Practitioners ¢51-A y 26 
Roentgenology 6810-A Sixteen sessions, part time, Sept. 27- 50.00 
17 
New York University-Bellevue Medical Center, 3:6 Second | niagnostie Radiology 652-A Twelve weeks, part time, Sept. 26-Dec. 16 100.00 
Ave. » New w York 10, and Post-Graduate Medical School of ; Rediology 6811-A Twelve months, full time, beginning 600.00 
New York University Sept. 
-| Radiology Science 653-A Nine months, full time, Sept. 26-June 17 600.00 
Radiophysies 655-A Fifteen sessions, part time, Oct, 25-Jan. 31 75.00 
\ Diagnostic 652-A 


Twelve weeks, part time, Jan. 9Mareh 31 100.00 


References will be found on page 749. 
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POSTGRADUATE COURSES 


A. M. A. 
une 25, 1949 


Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950—Continued 


Institution 


The Radiological Society of North America, Inc., Medical 
Arts Bidg., Syracuse, N. Y. 
At: Cleveland Auditorium, Cleveland, Ohio 
of Oregon School, 3181 Southwest Mar- 
am Hill Rd., Portland 1 
University of Pennsylvania r= ma School of Medicine, 
36th and Pine Sts., Philadelp 


College of Medical Evangelists, Graduate School of Medicine, 
Boyle and Michigan Aves., Los Angeles 33 

Yale University School of ieatten e, 333 Cedar S8t., New 
Haven, and Connecticut State Medica] Society 


om School of Medicine, 427 South 
onore 


Tilinois Masonic Hospital, 836 Wellington Ave., Chicago 


Michael Reese Hospital Postgraduate School, 29th and Ellis 
Ave., Chicago 16 

tvard Medical School, 25 Shattuck St., Boston 15 

At: Massachusetts General Hospital 


Tufts College Medical School, 30 Bennet St., Boston, and 
National Gastroenterological Association 
At: Boston City Hospital 
——— University College of Medicine, 1512 St. Antoine St., 
t 
Minnesota, Minneapolis 14 
At: Center for Continuation Study 
West 168th St., New York 
At: Mount Sinai Hospital 


New York Medicai College, Flower and Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


New York Polyclinic School and Hospital, 341-353 
West SOth St., New York 1 


yon & Medical Center, 356 
ve., ork 1 
New York 


Couneil of Rochester epee Hospitals, 133 East Ave., 


ster 4, New 
At: Clifton Springs Sanitarium, Clifton Springs, N. Y. 
University of Oregon Medical School, 318° Southwest Mar- 
quam Hill Rd., Portland 1 


36th and Pine St., Philadelphia 
— Southern Clinical Society, 433 Medical Arts Bidg., 


lias 1, Texas 
At: Melrose Hotel, Dallas 


University of Pennsylvania Graduate School oi Medicine, { Bre 


Title of Course 


RADIOLOGY—Continued 
Refresher Courses 


Radiology 
Radiology 


SURGERY 


Traumatic 
neral Sur 
Surgery 200, or Diagnosis 


‘Personal Lecture Course in 
General Surgery 

Treatment of Varicose Veins 

Surgical Technique, Surgical 
Anatomy and Clinical Surgery 

Surgical Technique 


Surgical Anatomy and Clinical 
Surger 


ao Course in Thoracic 
Surger 
Course in of 
the Colon and Rectu 
Personal Course in Seunet and 
Thyroid Surgery 
Personal Course in Gallbladder 
Surgery 
Intensive Review Course Con- 
siderin Principles in 
neral Surgery 
Course in Esophageal 
r 


Thoracic Surgery 
Fractures and Traumatic Sur- 


gery 
Treatment of Varicose Veins 


Surgical Diagnosis, Preopera- 
tive and Postoperative 
Management 

Clinieal Surgery 

Esophageal Surgery 

Surgical Technique 

Introduction to Fundamentals 
(Reconstructive Surgery of 
Nasal Septum and External 
Nasal Pyramid) 

Gynecology and aeaey for the 
General Practition 

Experimental and Clinical Sur- 
gery 41 


Gastrointestinal Surgery 


Surgery Seminar 
Surgery for General Physicians 


Surgery PM 30, Surgery of the 
Gastrointestinal Tract 


Surgical Technique 

Thoracie Surgery 

Basie Science Course leading to 
the Degree of Master of Medi- 
cal Science 

Clinieal and Operative 
(Cadaver) Surgery 

Clinieal Surgery 


Combined Surgical Course In- 
cluding Cadaver Surgery and 
Gynecology 

of General Surgery 
for Surgeons 661- 

Recent Advances in Surgery 


Diagnosis and Treatment of 


Second 
and Post-Graduate Medical School of 4 ‘Trauma 6812-A 


Surgery of the Hand 6813-A 
Seminar in Traumatic Sur- 


gery 6814- 
Surgery 665-A 


Surgery 
Genera! Surgery 


gery 
Bronchoesophagology, Gastros- 
copy and Laryngeal Surgery 

Surgery 


Registration Fee 


Schedule of Course and/or Tuition 
Six days, part time, Dec. 4-9 $3.00 52 
Five days, full time, Oct. 24-28 50.00 
Thirty-two weeks, Oct. 3-May 27 800.00 
Thirty-three hours, part time, Oct. 4 60.00 
Eight months, full time, Oct. 3-June 9 700.00 
Twelve sessions, part time, Sept. 22- 45.00 
Ten weeks, part time, Sept. 15 100.00 
Ten hours, available every Monday 40.00 
Four weeks, full time, 5 * 11, Aug. 8, 300.00 
Sept. 12, Oct. 10, and Nov. 7 
Two weeks, = time, Suly. 2, Aug. 22, 200.00 
pt. 26, 24, an . 28 
Two. weeks, full time, July 25, Aug. 22, 150.00 
Sept. 26, Oct. 24, and Nov. 21 
One week, full time, Oct. 3 100.00 
Ono week, full time, Sept. 12, Oct. 10, 100.00 
an ov. 28 ' 
One week, full time, Oct. 10 150.00 
Ono week, full time, Oct, 24 100.00 
Two weeks, full time, Sept. 12 200.00 
One week, full time, Oct. 10 150.00 
Ten weeks, part time, =. MW 100.00 
Two weeks, full time, Oct. 125.00 
Two weeks, part time, every month 40.00 
except July and August 
Ten weeks, part time, Sept. 21 100.00 
Ten weeks, part time, 150.00 
Ten weeks, part time, 150.00 
Ten weeks, part time, Sept. 200.00 
Eight days, Oct. 1-8 150.0 
Twenty-five weeks, part time, Oct, > 150.00 
March 29 
Six-twelve months, full time, Sept. 15 805.00 46 
the year, by arrange- 
en 
Full time, three days, Oct. 27-29 35.00 
Twelve weeks, part time, Sept.-Dec., 15.00 
Dee.-March 
Three days, Nov. 10-12 20.00 
Four weeks, full time, Oct. 10-Noy. 4 
Approximately 50 hours, part time 375.00 
Three weeks, full time, November 325.00 
Threo years, full time,® Oct, 4 910.00 
Six weeks, full time, arranged 200.00 
Six weeks, full time, October and 100.00 
January 
Three months, full time, October and 350.00 
January 
Four weeks, full time, Oct. 24-Noy. 19 300.00 
Ten days, full time, Sept. 19-29 175.00 
Six days, full time, Dec. 5-10 69.00 
Five days, full time, Sept. 26-30 75.00 
Two weeks, full time, Nov. 14-26 125.00 
Nine months, full time, Sept. 26- 600.00 
June 17 
One to four months, arranged Not given 
Five days, full time, Sept. 26-30 50, 
Thirty-two weeks, Oct. 3-May 27 800.00 
Two weeks, September and January 250.00 
Three days, Sept. 19-21 25.00 


References will be found on page 749. 
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Postgraduate Continuation Courses for Physicians—July 1, 1949 to Jan. 15, 1950—Continued 


POSTGRADUATE COURSES 


749 


~ 


Institution 


Yale University School of Medicine, 333 Cedar St., 
Haven, and Connecticut State Medical Society 
At: A community hospital 
University of Kansas Medical Center, Kansas City 3 
Joint Committee on Post-Graduate Education, 1313 Bedford 
Ave., Brooklyn, Medical Society of the County of Kings 
and "Long Island College of Medic ine 
At: Jewish Sanitarium and Hospital for Chronie Dis- 
eases 


New 


Columbia , College of and Surgeons, 
630 West 168th St., New York 32 
At: Mount Sinai Hospital 


Tulane University of seoaitinne School of Medicine, 1430 
Tulane Ave., New Orleans 1 


New York University-Belleyue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
New York University 


College of Medical Evangelists, Graduate School of Medi- 
cine, Boyle and Michigan Aves., Los Angeles and Los 
Angeles Urological Society . 

College of Medical meonenttite. Graduate a of Medi- 
cine, Boyle and Michigan Aves., Los Angeles 33 

Los Angeles County Urological Sockty. 6253 Hollywood 
Bivd., Los Angeles 28. 


Cook County Spang School of Medicine, 
Honore St., Chicago 1 


427 South 


James Buchanan Brady Foundation, New York Hospital, 
525 East 68th St., New York 

New York Medical "College, Flower — Fifth Avenue Hos- 
pitals, 20 East 106th St., New York 29 


The Frank EF. Bunts Educational Institute, 2020 East 93rd 
St., Cleveland, Ohio 

At: The Cleveland Clinic Foundation 

of Graduate School of Medicine, 
36th and Pine , Philadelphia 

Urological Asecciation, 899 Madison Ave., Mem- 
s 3 
At: sherman Chicago 


At: 8, 

Joint Committee on Post- Graduate Education, 1313 Bedford 
Ave., Brooklyn 16, Medical Society of the County of Kings 
and Long Island College of —— 

At: Long Island College Hospital 
Re. Polyclinie Medical School and Hospital, 341-353 
t 50th St., New York 19 


~~ York University-Belleyue Medical Center, 356 Second 
Ave., New York 10, and Post-Graduate Medical School of 
New York University 


mamen of Social Hygiene, Department of Health, New York 
t 


y 
At: Central Clinic 
U. S. Public Health Service, Hot Springs National Park, 


rk. 
United States Public Health Service Institute for the Study 
of Venereal Disease, 237 Medical Laboratories, Philadelphia 
At: University of Pennsylvania School of Medicine 


Title of Course 


THERAPY 


Therapeutics 200, Modern Drugs 
and Common Problems in 
Therapy 

General Therapeutics 

Clinical Therapeutics 


Medicine PM 44, Recent 
Advances in Therapy 


‘TROPICAL MEDICINE 


Tropical Medicine and Public 
Health leading to the degrce 
of Master of Public Health 

Tropical Medicine, 631-A 


UROLOGY 
Genito-Urinary Diseases 


General Urology 

Graduate Course in Urology 
Division of Urolo 

Practical Course Cystoscopy 
Postgraduate Course in Urology 


ay Science Course Leading 
greo of Master of Medi- 


nee 
the and 
Tract 


Urology 
Graduate Course in Urology 


Graduate Course in Urology 
rology 


Urology 

Advanced Course in Urology,?* 
Course in Urology,?? 
Urology, 672-A 


VENEREAL DISEASE 


Practical Seminar in Diagnosis, 
atment ved Control of 
Venereal 
Disease 
Training Course 
Essential Basic Training Course 


Registration Fee 


Schedule of Course and/or Tuition 

Eight sessions, part time, arranged Not given 

October (tentative) , Not given 
_ Seven weeks, part time, October $40.00 


Seven weeks, part time, Oct. 19-Dee, 7. 35.00 

Sept. 1 Not given 

Eight weeks, full time, Oct. 3-Dee, 3 250.00 

Five days, part time, Nov. 14-18 50.00 

Thirteen and one-half hours, part time, 35.00 
beginning Jan. 4 

Six days, part "tit third week in 50.00 
November 

Two weeks, full time, Sept. 225.00 

Ten days, full time, July ll, Suly 25, 1580.00 
Aug. 8, Aug. 22, Se 12, 10, 
Oct. 24, Nov. 7 and Nov. 28 

Thirty-one weeks, July 1 500.00 

Three years, full time, Oct. 45 710.00 

Two and a half days, part time, 15.00 
Nov. 17-19 

Thirty-two weeks, full time, Oct. 3- 800.00 

ay 

Six days, fuli time, Dec. 59 50.00 

Six days, full time, first week in Nov. 50.00 

One month or more, October 50.00 

Full time, 8 months, October 800.00 

Two months, full time, Oct, 3-Noy. 26 300.00 

Two months, full time, Jan. 3-Feb,. 25 300.00 

Nine months, full time, Sept. 26- 600.00 
June 17 

Two mornings a week throughout None 
the year 

One week, October None 

Six months, arranged 800.00 


1. $609 for out of state residents. 

2. Limited to 8 students, 

3. Breakage fee annually. 

4. Plus laboratory fees 

5. Basie science training followed by two 
year residency in omens hospital as partial 
fulfillment of require 

6. Available only certified by 

Boar 

7. Course designed specifically to meet quali- 
fications of specialty boards. 

8. Residents, interns, students and physicians 
in ~_—e no char ge. 

. For local 

For two weeks. 

11. For four weeks. 

12. For specialists. 
13. — year $500.00, second year $300.00, 
third y 00. 

14. Additional three months until Sept. 2 
available optenety with no added fee. 

15. For six weeks. 

16. For three months. 

17. Prerequisite course, $730.00. 
4 ere dollars per week, 


18 $125.00 per 
quar 

19. ‘Admitted ng of each month; $150.00 for 
three months, 00 for six mon 


20. Beginning arst Monday in any month 
except July and August. 
ae lecture my week in each town for ten 


22. Date not set. 

23. Sponsoring agency will pay the tuition of 
—— compensation for residents of Pennsyl- 
vania. 

24. Two hours per week for ten weeks in each 


center. 

25. $2.50 for interns. 

26. Specialists in ophthalmology or otolaryn- 
gology. 

27. For local practitioners only. 

28. $75.00 per month plus $50.00 cadaver fee. 

29. New students admitted quarterly. 

= Course for physicians other than psychi- 
atrists 

31, For staff members of mental institutions. 

32. Limited to candidates in psychoanalysis. 

33. a to psychiatrists and candidates 
in trainin 

34. Limited to psychiatrists comnnet in psycho- 
work with childre 

. Limited to engaged in 
work with groups. 

36. Repeated if sufficient demand. 

37. For twelve months. 

38. Open to physicians who have an appoint- 
ment or have served in an assistant residency 
or preceptorship approved by the American 
Board of Obstetrics and Gynecology. 

39. Nine months formal teaching, three 
months in-plant work. 


40. Eighteen months full time residency and 
University of Pittsburgh, eighteen months full 
n-plant service 

41. For M.D.’s with special qualifications. 

42. For D.D.’'s 

48. Enrolment oane date given by arrange- 
men 

44. Twenty- sour weeks, $400.00. 

45. Per 

46. Per 

47. $5.00 Pediatric Society members 

48. May be taken for shorter period if there 
is opening in the course. 

for one period of two hours; $15.00 
for ten periods. 

50. Per quarter. 

51. For single course; $10.00 for all courses. 

52. Per month. 

53. Tuition, monthly stipend and _ travel 
expenses to and from place of training paid 
by New York ee Department of Health. 

54. Stipend $3,61 

Fellowships for physicians inter- 

in entering full time public health work. 
“e Paid by Department for accepted candi- 

57. Registration fee $3.00 to $10.00 payable by 
physici “gt fellowships for tuition and expenses 
Health. New York State Department of 


58. $60.00 non-members. 
59. $120.00 non-members. 


- 


750 
Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 


Nationat Boarp or Mepicat Examiners: Parts and II. 
Centers. June 20-22, Sept. 12-14. Part III. une, various centers. 
Exec. Sec., Mr. E. S. Elwood, 225 S. 15th St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BoARD OF ANESTHESIOLOGY, INC. Written. Various Cen- 
ters. July 18. Oral. Oct. 16-20. Sec., Dr. Curtiss B. Hickcox, 745 Fifth 

ve., New York 

AMERICAN Boarp OF INTERNAL Written. 
Sec.-Treas. Dr. W. A. Werrell, 1 Main St., Madison 3, Wis 

AMERICAN Boarp OF NEUROLOGICAL SURGERY: Oral. Chicago, an 
1949. Sec., Dr. W. J. German, 310 Cedar Street, New Haven, Conn 

AMERICAN Boarp OpsTeTRICS AND GyNECOLOGY, INc. Part Vari 
ous Centers. Feb. Final date for filing application is Nov. 5. 

Dr. Paul Titus, 1018" Highland Bldg., Pittsburgh. 

American DBoarp oF Opntuatmo iocy: St. Louis, Oct. 15-19; 
December. Sec., Dr. S. J. Beach, 56 Ivie Rd., Cape Cottage, Maine 

American Boarp oF Orrnopaepic Surcery. Part New York 
City, Feb. 9-10. Final date for filing application for Part II is Aug. 15. 
Address: Sec.-Treas., Dr. Harold A. Sot eld, Room 1856, 122 S. Michigan 
Ave., Chicago. 

AMERICAN BoarD OF OTOLARYNGOLOGY: 
Dr. D. M. Lierle, University Hospital, Iowa 

American Boarp oF PaTHOLoGy: Chicago, Oct. 7-8, Final date for 
filing application is Sept. 1. Sec., Dr. Robert A. Moore, 507 Euclid 
Ave., St. Louis. 

AMERICAN BOARD OF PEDIATRICS: 
June 24. 
Chicago, Dec. 
Rosemont, 

AMERICAN BoarD OF PLASTIC Surcery: Examinations are given in 
une and November of each year in the home town of applicants. Scec., 

reas., Dr. Louis T. Byars, 400 Metropolitan Bidg., St. Louis, 

AMERICAN BoarD OF PREVENTIVE MEDICINE AND PusBtic HEattH: 
Parts I and II. New York, Oct. 22-24. Final date for filing application 
is July 22. Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe Sts, Baltimore. 

AMERICAN Boarp oF PsyCHIAtTRY AND Nevuroiocy, Inc. Special 
Examination, Chicago, Oct. 24-25. Final date for filing application is 
July 15. cember, New York City, Sec. Dr. F. J. Braceland, 102-110 
Second Ave., S.W., Rochester, Minn. 

AMERICAN BOARD OF SuRGERY: Written. Various Centers, October 26. 
Final date for filing application is July 1. Sec., Dr .J. Stewart Rodman, 
225 S. 15th St., Philadelphia. 

American Boarp oF Urotocy: Written, December. Oral and Clini- 
cal. Chicago, Feb. 11-15. Final date for receipt of case histories is Sept. 
1, 1949. Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 18, 


BOARDS OF MEDICAL EXAMINERS 
A.aBaAMaA: Examination. Montgomery, June 28-30. Sec., Dr. 
Gill, 319 Dexter Ave., Montgomery. 
Aaska: * Juneau, Sept. 6. Sec., Dr. 


Various 


17. Asst. 


Oct. 4-7. Sec., 
City 


Written. Under local monitors, 
Pa aay Sept. 16-18; New York City, Oct. 21-23; 
Sec., Dr. John McK. Mitchell, 6 ushman Road. 


inn 
D. G. 
W. M. Whitehead, Box 140, 


* Endorsement. 
831 Republic Bidg., Denver. 

Connecticut:* Examination. Hartford, July 12-13. Secretary to the 
Board, Dr. Creighton Barker, 258 Ch urch Street, New 

DELAWARE: ree July 12-14. Seec., Dr. J. S. McDaniel, 229 South 
State St., Dove 

OF 1A: * Examination. Washington, Nov. 14-15. Sec., 

.G Ruhland, 4130 E. Municipal Bldg., Washington. 


Denver, July 5. Sec., Dr. W. W. King, 


LORIDA: * acksonville, 26-28. Sec., Dr 
Frank D. ‘Com 12 N. Rosalind Ave., Orla 
Guam: Endorsement. Aga Last Friday of oo month. Sec., Capt. 


Public I ealth, Guam. 


Dept. of % ¥.Y.O., San Francisco, 
ali 


Hawai: * Examination. S. E. 
Doolittle, "881 S. Hotel St., Honol 


lpano: Boise, July 11-13. — Miss Estella S. Mulliner, Bureau of 
Occupational Licenses, 355 State House, Boise. 


July 11-14. Sec., Dr. 


Ittinols: Chicago, June 28-30. Superintendent of Registration, Mr. 
Fred W. Ruegg, Capitol Building, Springfield. 

Maine: Augusta, July 5-6. Sec, Dr. Adam P. Leighton, 192 State 
St., Portland. 

MassAcuusetts: Written. Boston, July 12-15. Sec., Dr. George L. 
Schadt, 413 E. State House, Bost 


Montana: Helena, Oct. 3-5. as Dr. Otto G. Klein, First National 
Bank Bldg., Helena. 

Nevapa: Carson Cty, Nov. 7. Sec., Dr. 
Curry St., Carson City 

New Sept. 8-9. 
State House, Conco 

New Mexico: * Fe, Oct. 10-11. 
Bldg. Santa Fe. 

New York: Albany, Buffalo, New York and Syecuse, June 28-July 1. 
Sec., Dr. Jacob L. Lechner, 23 South Pearl St., 

Nortu Dakota: * Written, Grand Forks, aly 5- Grand 
Forks, July 8 Sec., Dr. C. }. Glaspel, Gra 


George H. Ross, 112 N. 
Sec., Dr. J. S. Wheeler, 107 


Sec., Dr. Charles J. McGocy, 


Orecon:* Examination. Portland, 7-9. Reciprocity. Portland, 
“ 22. Exec. Sec., Mr. Howard obbitt, 609 Failing Building, 
ortlan 


PENnsyLvania: Examination, Philadelphia and Pittsburgh, July. Acting 
Sec., Mrs. B. G. Steiner, 351 Education Bidg., Harrisburg. 


MEDICAL MOTION PICTURES 


ji A. M. A. 
une 25, 1949 


Purrto Rico: 
3717, Santurce. 

Ruope Istanp:* Examination. Providence, July 7-8. Chief, Mr. Thomas 
BR. Casey, 366 State Office Bldg., Providence 

Soutn Carona: Examination. Columbia, 27-29. Endorsement 
Columbia, June 27-28, Aug. 1, Sept. 5 and 3. Sec., Dr. N. BR. 
Ileyward, 1329 Blanding St., Columbia. 

Soutn Daxota:* Examination. Pierre, July 19. 
Van Capitol Bldg., Pierre 

Utaun: Examination. Salt Lake City, July 13-15. Sec., Dept. of Regis- 
Sontion. Miss Rena B. Loomis, 324 State Capitol — Salt Lake City 
- Vermont: Burlington, June 21-23. Sec., Dr. F. J. Lawliss, Richford. 

Wasuincton: * Seattle, July 18-20. Sec., Mr. Edward C. Dohm, 
Department of Licenses, Olympia. 

West Virctnta: Charleston, July 7-9. Commissioner, Public Health 
Council, Dr. Dyer, State Capitol, Charleston 5. 
. Wisconsin: * Examination. June Sec., 
Dawson, Tremont Bldg., River Falls 


San Juan, Sept. 6-10. Sec., Dr. Luis Cueto Coll, Rox 


Sec.. Dr. G. J 


Dr C. A. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC 

Ataska: Juneau, Aug. 28. Sec., Dr. 
Juneau. 

District oF Washingten, Oct. 
Ruhland, 4130 E. Municipal Bldg., Washington. 

Iowa: Des Moines, July 12. Sec., Dr. Ben H. Peterson, Coe College, 
Cedar Rapids. 

MICHIGAN: thera omg Detroit and Ann Arbor, Oct. 14-15. 
Miss Eloise LeBeau, 101 N. Walnut St., Lansing 1 

NEBRASKA: oe. Oct. 4-5. Director, Bureau of Examining Boards, 
Mr. Oscar F. Humble, Room 1009, State Capitol Bldg., Lincoln 9. 

Orecon: Portland, Sot 3 and Dec. 3. Sec., Mr. Charles D. Byrne, 
State Board of Higher ducation, Eugene. 

Ruope Istanp: Examination. Providence, Aug. 
Professional Regulation, Mr. Thomas B. 
Providence. 


TENNESSEE: Memphis, July 8-9. Sec., Dr. O W. Hyman, 874 Union 
Ave., Memphis 3. 


SCIENCES 
C. Earl Albrecht, Dox 1931, 


24-25. Sec., Dr. G. C. 


Sec., 


10. Administrator of 
Casey, 366 State Office Bidg., 


WasuHINGTON: Seattle, July 13-14. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympi 
WISCONSIN: lose Sept. 24 and Dec 3. Sec., Prof. W. H. Barber, 


Ripon College, Ripon. 


Medica! Motion Pictures 


FILM REVIEWS 


The Story of Wendy Hill. 16 mm., color, sound, 725 feet (1 reel), 
showing time eighteen minutes. Prepared in 1949 by the Federal Security 
Agency, Public Health Service and American Diabetes Association. Pro- 
duced by Warner News, Inc. Procurable on joan from your State Health 
Department. 

The story is portrayed by Dr. Wood, a general practitioner, 
about Wendy Hill, a young married woman, who is injured 
in trafic and found to have glycosuria when hospitalized. Dr. 
Wood, Wendy and her husband cnact part of her emotional 
adjustment to the diagnosis of diabetes mellitus. cman is 
built up to the birth of her first baby. 

Dr. Wood tells about some other diabetic persons in his 
community and emphasizes the occurrence of the disease in 
2 children. There is emphasis on the way people worry and 
confuse the patient with misinformation about diabetes mellitus. 

This production is intended to acquaint the lay audience with 
the fact that an asymptomatic diabetic faces hazards and that 
en early diagnosis is a basis for satisfactory treatment aimed 
at avoid:nz complications. 

The motion picture is recommended for wide showing to lay 
audiences since it removes undue apprehension and misinforma- 
tion about diabetes mellitus. The color photography and narra- 
tion are excellent. 


Communicable Diseases. 16 mm., color, sound, 1,250 feet (1 reel), 
showing time thirty-five minutes. Prepared in 1949 in the Isolation 
Ifospitals, Los Angeles, San Francisco and Oakland, Calif., through 
the cooperation of the local public health departments. Trocurable on 
loan from Cutter Laboratories, Berkeley, Calif. 

This motion picture illustrates the various aspects of common 
virus and bacterial diseases among children, although some adult 
cases are shown. It presen‘s the clinical manifestations of vari- 
ous diseases such as measles, rubella (German measies), 


chickenpox, smallpox, typhus, tetanus, meningitis, poliomyelitis, 
diphtheria, scarlet fever and pertussis. In general, it covers the 
mode of transmission, incubation period, prodrome, syndrome, 
differential and direct diganosis and the course of each disease. 
In some cases complications are stressed. Immunization at the 
appropriate time is the only reference to prevention. Both active 
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and passive immunization are mentioned for some of the dis- 
eases. Only slight reference is made to treatment. 

One feature of this film which is not common to many films 
and may warrant some explanation is the fact that the physical 
structure is such that complete excerpts of both picture and 
narration could be made for each disease without alteration. 
It would be a simple matter of reproducing and cutting to pro- 
duce a short on cach disease which would permit the showing 
of any disease under discussion in four or five minutes without 
having to show the entire film at one time. The sequence for 
each disease is entirely independent of the others. 

The film in its present state is probably much too long and 
covers too much information for normal class use, except when 
shown for overview, summary or review. It is designed pri- 
marily for use with all types of medical personnel who are 
working in positions or receiving training where recognition of 
common virus and bacterial diseases is essential. It should have 
special value for beginning practitioners who may never have 
come in contact with a number of these diseases during their 
training or internship, interns, medical students, public health 
workers and hospital staffs. 

The narration is a little too rapid, especially at the beginning 
of the film, and a somewhat slower pace would have improved 
the teaching qualities of the film. The photography is very 
good, with the exception of the one scene illustrating rubella 
which is overexposed. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Malpractice: Joint Liability of Physicians.—The plain- 
tiff and his wife filed separate suits for damages against Dr. 
Davis and Dr. Woodward for injuries alleged to have resulted 
from their treatment of the wife’s fractured leg. The two suits 
were consolidated for trial. The trial court entered judgments 
on directed verdicts in favor of Dr. Davis against both plaintiffs. 
The cases against Dr. Woodard were submitted to the jury, 
which found him guilty but fixed damages in favor of the wife 
only. The wife did not appeal from either judgment. The 
plaintiff-husband appealed both adverse judgments to the Court 
of Appeals in Kentucky. 

The plaintiff's wife suffered a fractured femur in her right 
leg and Dr. Davis, who had treated the wife for other ailments, 
was consuited by telephone. On his instructions she was taken 
to the Norton Infirmary: It was recommended by Dr. Davis, 
and agreed to by the plaintiff, that since the fracture was of 
the oblique type, it should be treated by open reduction and the 
use of screws, pins or plates. This method involves surgery, 
which consists of making an incision through the flesh, exposing 
the bone and pinning the ends of the bone together, so Dr. Davis 
engaged Dr. Woodard, an orthopedic surgeon, to perform the 
necessary operation. This was done, according to the plaintiff 
without gaining the consent of either the plaintiff or his wife. 
Dr. Woodard attempted to reduce the fracture by applying 
external fixation, also contrary to their wishes. This method 
consists of placing pins above and below the break and con- 
necting the pins with an external plate. By “screwing up on 
the plate” the bones are supposed to slip back into position, 
there to be held until healed. When external fixation can be 
used successfully, the average fracture will mend in eight 
weeks, so, 2pproximately eight weeks after the accident, but 
without taking roentgenograms to make sure that the segments 
had properly united, both defendant physicians ordered the 
patient discharged from the hospital. The plaintiff objected to 
the discharge, however, and refused to remove his wife until 
roentgenograms had been made to determine whether or not 
union had been accomplished. Accordingly, a picture was made 
which disclosed that the segments were not united and that they 
were held in a position rendering it impossible for the bone to 
mend under the treatment applied. The pins and plates were 
therefore removed and traction was applied. This method was 
also abandoned when -it.was discovered that the segments were 
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still out of alinement. The leg then was placed in a plaster 
cast. This method also failed, and about five months later, to 
avoid further extension of the injury, the leg was amputated 
by a third physician not a party to this suit. 

The plaintiff contended that the evidence introduced, together 
with that offered but rejected by the trial court, was sufficient 
to entitle him to have the case submitted to the jury on the 
theory that Dr. Davis did not relinquish control of the case on 
his wife’s admission to the hospital, but rather that he con- 
tinued in charge thereof and supervised the care of the patient, 
thus rendering him responsible for any negligence which 
occurred, either his own or that of Dr. Woodard. 

The evidence offered and rejected was the print of a roentgen- 
ogram, the negative of which disappeared during the trial of 
the case. The trial court erred in rejecting this evidence, said the 
Court of Appeals. The print made from the negative of the 
roentgenogram is no less authentic than a print made from 
the negative of any other film. It is an exact reproduction of the 
picture on paper, or some other material, and often, if not 
always, is clearer than the negative to the eye of a layman. 
Continuing, the Court of Appeals said that the positive evidence 
of the plaintiff that Dr. Davis did continue in charge of the case 
and was in almost constant attendance on the patient while 
she was in the hospital was sufficient to warrant submission 
of the issues to the jury. The defendant physicians both testified 
that Dr. Davis retired from the case and completely turned it 
over to Dr. Woodard when the plaintiff's wife was admitted 
to the hospital. Dr. Davis further testified that he did not 
consult with the plaintiff or his wife in respect to the orthopedic 
work. However, the plaintiff testified that he constantly con- 
sulted Dr. Davis about the case, that he compiained of the 
treatment and that he finally demanded that Dr. Davis dis- 
charge Dr. Woodard and engage another orthopedic surgeon. 
He also testified that Dr. Davis declined to dismiss Dr. Woodard 
and informed him that he could not call in another surgeon 
as long as Dr. Woodard was on the case. The plaintiff asked 
Dr. Davis on several occasions to show him roentgenograms, 
but the doctor, with one excuse or another, failed to comply 
with the request. Dr. Davis admitted that he called on the 
patient while she was in the hospital but claimed that he was 
treating her for other ailments; however, his testimony in 
respect to his visitations, before and after she suffered the 
broken leg, refuted this contention. He stated that before the 
leg was broken he was called on to treat her on an average 
of approximately once every two and half months, whereas, 
in the seven month period that she was confined in the hospital, 
he visited her eighty-eight times, an average of approximately 
three visits per week. He did not deny that he directed the 
patient to be removed from the hospital without having caused 
roentgenograms to be taken of the condition at that time. 

As to whether or not Dr. Davis was liable for Dr. Woodard’s 
negligence, the court said that where two physicians are engaged 
to treat the same patient concurrently, they may make such 
division of service as the circumstances may require, and each 
in serving with the other is rightly held answerable not only 
for his own negligence but also for any wrongful act or 
omission of the other which he observed and permitted to 
continue without objection, or which in the exercise of reason- 
able diligence in the circumstance he should have observed. 
From the evidence in this case, continued the Court of Appeals, 
the jury could have found either that Dr. Davis, in serving with 
Dr. Woodard, observed wrongful action or omissions on the 
part of the latter and permitted them to continue without objec- 
tion, or that he failed in the exercise of reasonable diligence 
in the circumstances to observe such wrongful acts or omissions, 
if any occurred. We therefore hold that the evidence for the 
p'aintiff was sufficient to require the submission of the case 
to the jury on this issue and that the trial court erred in 
directing a verdict for Dr. Davis. 

The Court of Appeals also held that the jury should have 
awarded damages to the plaintiff against Dr. Woodard for 
expenses incurred because of the doctor’s negligence. Accord- 
ingly the judgment in favor of Dr. Davis was reversed and a 
new trial granted and the judgment in favor of Dr. Woodward 
was reversed and the case remanded for the.purpose of, fixing 
proper damages.—Beauchamp v. Davis et al, 217 S.E. (2d) 
822 (Ky., 1948). 
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AMERICAN 

The Association library lends periedicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues. of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession oniy from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Clinical Pathology, Baltimore 
19:1-98 (Jan.) 1949 
Widening Horizons in Pathology. T. J. Curphey.—p. 


Production of Therapeutic Fractions of Human Blood isis Removal 
of Salts with Ion-Exchange Resins. A. F. Reid and Frances Jones. 


—p. 10. 

Interpretation of Findings in Cerebrospinal Fluid: III. Syndrome of 
Multiple Sclerosis. C. Lange and A. H. Harris.—p. 16. ; 
Cardiolipin Antigen in Kolmer Complement-Fixation Test: Comparison 
with Kolmer Antigen. A. S. Giordano, R. J. Frost and Margaret W. 

Higginbotham.—p. 25. 

Foam Cell Plaques in Intima of Myometrial Arteries: 
of Previous Irradiation. J. F. Sheehan.—p. 30. 
Survey of Direction and Operation of Blood Banks of Ten Large 

Hospitals. R. F. Norris.—p. 35. 
Recent Advances in Our of Prothrombin: 
W. H. Seegers and A. G. Ware.— 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
61:1-146 (Jan.) 1949. Partial Index 


Anatomy and Physiology of Lesser Circulation as Indicated by Its 
Behavior in Health and Disease. L. R. Sante.—p. 

Peripheral Vascular Disease in Lungs. R. P. Barden and D. A. 
Cooper.—p. 17. 

Lung Function. R. D. Dripps. —p. 23. 

Conditions Which Result in el Pressure Within Lesser Circu- 
lation. C. A. Good and T. J. Dry.—p. 26. 

Evaluation of Lesser Circulation as Portrayed by 
WwW. asson.—p. 30. 

Value of Angiocardiography in Establishing Diagnosis of Pericarditis 
with Effusion, R. G. Williams and I. Steinberg.—p. 41. 

*Rapid Method of Roentgenologic Examination of Small Intestine: 
Preliminary Report. S. Weintraub and R. G. Williams.—p. 

Procurement and Critical Appraisal of Width Diameter of Midline 
Retrogastric Soft Tissues. M. H. Poppel, A. Sheinmel and E. Med- 
nick.—p. 56. 

Bone Sclerosis in Leukemia and in Non-Leukemic Myelosis. F. Wind- 
holz and S. E. Foster.—p. 

*Lumbar Intervertebral Disk Protrusion Contralateral to Side of Symp- 

toms a Signs: Myelographic Verification in 2 Cases. J. P. Murphy. 


Bilateral Post-Traumatic Ulnocuneiform Articulation. H. Milch.—p. 80. 
ixed Tumors of Palate: Late Results in 5 Cases Treated by Tele- 
curietherapy. M. Cutler.—p. 82, 

Effect of Hyaluronidase on Absorption of a Subcutaneously Deposited 
Radiopaque Substance. N. Simon and L. Narins.—p. 91. 
Roentgenologic Examination of Small Intestine.— 

Weintraub and Williams found that by using a barium sulfate- 
isotonic sodium chloride mixture as the contrast medium fol- 
lowed by ice cold isotonic sodium chloride solution they were 
able to obtain a considerable decrease in the transit time of 
the meal through the small intestine without distorting the 
mucosal pattern. In many cases the mucosal pattern was more 
clearly delineated, and there was more complete filling of the 
entire small intestine than that obtained by the hourly film 
technic. In 90 per cent of the normal cases studied, the 
examination was completed in one hour. In pathologic cases 
the rate of transit was also accelerated without sacrificing 
the appearance of the lesions. It is known that in “deficiency 
states” or “disordered motor function patterns” and in sprue 
there is a delay in the passage of the barium sulfate through 
the smail intestine. The authors found this to be true with 
their method, but the delay is only relative. Tumors of the 
small intestine and lesions of enteritis are clearly demonstrated 
with the rapid method. 

Intervertebral Disk Protrusion Contralateral to Side of 
Symptoms.—Murphy emphasizes the value of myelographic 
investigation of patients with protrusions of the lumbar inter- 
vertebral disks in revealing the unsuspected or obscure. The 
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clinical impression in both of the 2 cases described in this 
report was that of herniated nucleus pulposus on the left, and 
myelograms disclosed the protrusion to lie on the right. Had 
operation been undertaken without myelography, the site of 
major pathologic condition might not have been investigated 
in either of these cases. Bilateral exploration of the lumbar 
interspaces was performed in each, because of discrepancy 
between clinical and roentgenographic findings, but the disk 
protrusions were found only where the myelograms had 
indicated that they were present. Without contrast medium 
examination the usual unilateral exposure might well have 
resuited in persistence of symptoms and signs, inasmuch as 
the wrong side would have been explored. 


Archives of Otolaryngology, Chicago 
47:705-856 (June) 1948 


Position of Bronchoesophagology in Great Britain. G. E. Martin.—p. 705. 

Evaluation of Fungous Disease of External Auditory Canal. J. J. 
Conley.—p. 721. 

Vestibular Findings Before, During and After Vestibular Damage 
Resulting from Streptomycin Therapy. J. Winston.—p. 746. 

Dizziness as Problem in Diagnosis in Army Hospital. A. J. Cracovaner. 
—p. 752. 

Hydrogen Ion Concentration of Nasal Secretion in Situ in Infants and 
in Children, with Comment on pH Values in Pediatric Nasal Medi- 
cation. N. D. Fabricant and M. A. Perlstein.—p. 765. 

*Loose Dentures as Esophageal Problems. J. R. Richardson.—p. 772. 

Psychosomatic Components of Disease in Otolaryngology. R. Henner. 
—p. 789. 


Reconstruction of Helix. M. L. Lewin.—p. 802. 


Protruding Ears: Plastic Correction; Planning Technic; Operation. 
rown.—p. 809. 

New Diagnostic Procedure for Boeck’s Sarcoid: Preliminary Report. 

D. L. Poe.—p. 818. 


New Drug for Control of Cough. L. E. Silcox.—p. 822. 


Loose Dentures as Esophageal Problems.—Richardson 
states that many dentists and some physicians do not appreciate 
the danger to the patient when a denture fails to pass through 
and instead lodges in the esophagus. The growing use of 
radiolucent acrylic compounds for the construction of dentures 
makes the roentgenologist’s job of diagnosis increasingly more 
difficult. When no radiopaque pins are used to hold the tooth 
to the denture, roentgen diagnosis will be missed sometimes. 
The endoscopist must be consulted. For the removal of large 
dentures, ether is the anesthetic of choice. It provides maximum 
relaxation, permitting maximum working space. Extraction 
should not be attempted without adequate armamentarium. 
More harm than good may result from only slight manipulation 
of the foreign body. Chemotherapy with sulfonamide com- 
pounds and penicillin has done away with the necessity for 
immediate external incision and drainage for esophageal 
perforations. Often surgical treatment is not necessary. The 
author cites cases which demonstrate that the popular tem- 
porary denture made to supply upper central teeth should be 
abandoned by the dental profession. The loose removable 
bridge should not be employed, as it jeopardizes its wearer. 
The risk of wearing a broken denture needs greater publicity. 
The complete upper denture should be redesigned. 


Archives of Pathology, Chicago 
46:1-86 (July) 1948 


Genesis of Gangrenous and Reparative Processes in Trench Foot. 
. Block.—p. 

Development of State Refractory to Growth of Mouse Tumor Implanted 
in Anterior Chamber of Guinea Pig Eye. J. A. Schilling oar. A. C. 
Snell Jr.—p. 35. 

Paradoxic Embolism: Review of Literature, with Report of Case in 
Which This Condition Followed Administration of ‘“Dicumarol.” 
R. L. Young, R. C. Derbyshire and O. S. Cramer.—p. 43. 

Hereditary Renal Disease and a aac in Mice. W. E. Heston and 
Margaret K. Deringer. —p. 

Lesions in Case Arthritis. 

—p. 59. 


P. Gruenwald. 


Bulletin of the Los Angeles Neurological Society 
13:181-244 (Dec.) 1948 


Cranial Injuries ane Indians of North America: Preliminary Report. 
B. Courville.—p. 181. 
Massive Intraventricular Epidermoid: Review of Literature and Report 
of Case. W. Dueker and J. M. Sanchez-Perez.—p. 220. 
Penicillin Therapy in Multiple Brain Abscesses: Report of Case with 
Autopsy Findings. H. M. Cuneo.—p. 228. 
Fear Reaction Induced by Aphasia. G. N. Thorapson.—p. 233. 
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Canadian Medical Association Journal, Montreal 
60:1-112 (Jan.) 1949. Partial Index 


*Plaster of Paris as Source of Infection in Tetanus and Gas-Gangrene. 
E. G. D. Murray and G. D. Denton.—p. 1. 

Bacteriologic Analysis of Plaster of Paris Bandages. L. Greenberg. 

4. 


—p. 
Migrainous Disorders of Smooth Muscle System. bs Owen.—p. 7. 
Diagnostic Bronchoscopy. C. B. Schoemperlen. —p. 
Treatment of Chronic Sinusitis in Children. V. de Boissiére.—p. 14. 
Myasthenia Gravis: Brief Notes Regarding Diagnosis and Treatment, 
F. B. Walsh.—p. 17. 
North American Blastomycosis. J. A. McLaren.—p. ry 
Gunshot Wounds of Genitals. J. M. Campbell.—p. 
Vesical Neck Syndrome in Women of Middle Age. 

Cochrane and F. G. Mack.—p. 39. 

Depressive Reactions: Their Importance in Clinical Medicine. 

Jones.—p. 44. 

Unusual Congenital Deformity of Kidney. R. E. Powell.—p. 48. 
Study of Congenital Heart Disease by Cardiac Catheterization. B. C. 

Brown, N. J. England, P. P. Hauch and J. A. Lewis.—p. 50. 
Pelvic Allergy. C. Macpherson.—p. 54. 

' §$timulation and Inhibition of Gastric Secretion in Cats by Barbiturate 

and Thiourea Derivatives. R. L. Noble.—p. 55. 

Working of Ontario Cancer Foundation, Pilot Clinic at Kingston. 

R. C. Burr.—p. 58. 

Anesthesia for Bronchoscopy and Esophagoscopy. 

H. W. Boyes.—p. 62. 

Cancer of Vulva. W. G. Cosbie.—p. 64. 

Plaster of Paris as Source of Tetanus and Gas 
Gangrene.—Murray and Denton report fatal tetanus in a 
patient following an elective operation on a tuberculous knee. 
Clostridium tetani was found in the wound exudate, together 
with Pseudomonas aeruginosa, Aerobacter aerogenes and an 
anaerobic streptococcus. The strain of Cl. tetani isolated from 
the wound before death produced fatal tetanus in an unprotected 
guinea pig. Material from the surgical wound post mortem 
gave profuse growth of Cl. tetani, Clostridium perfringens and 
Pseudomonas aeruginosa. Although the plaster and dressings 
on the wound when the tetanus first developed had been 
discarded, other plaster bandages from the store room were 
examined and were found to contain various pathologic micro- 
organisms, including Cl. tetani and gas gangrene clostridia. The 
authors feel that plaster of paris as a source of infection of 
wounds has been overlooked. It is probably more common 
than has been realized. Difficulties are involved in the satis- 
factory sterilization of plaster of paris for surgical use. 


Indiana State Medical Assn. Journal, Indianapolis 
42:1-96 (Jan.) 1949 

Disability Evaluation: Definition of Disability. _E. _D. McBride.—p. 19. 

*Cutaneous Toxicity of D New rome 


for Athlete’s Foot. L. E. Gaul and G. B. eamwanel —p. 
Pregnancy and Rh Factor. Edith L. Potter.—p. 24. 


42:97-184 (Feb.) 1949 


Gastric and Duodenal Ulcer. I. S. Ravdin.—p. 115. 
Present-Day Status of Tests of Hepatic Function. H. R. Butt.—p. 120. 
Primary Tularemic Pneumonia Treated with Streptomycin: Report of 


oe Seng, W. J. 
R, oO. 


W. A. Butt and 


Case. S. L. Johnson.—p. 125. 
Cardiovascular Symptoms in Chronic Brucellosis: Resemblance to 
Neurocirculatory Asthenia. D. L. Urschel.—p. 128. 


Cutaneous Toxicity of Fungicide.—Gaul and Underwood 
cite the case of a man, who had severe dermatitis of the feet 
after he had applied to what he considered athlete’s foot ‘ ‘a 
new twenty-four hour treatment that gives 5-way protection.” 
This fungicide contained dihydroxydichlot 
Attempts to find fungi on the lesions of the ‘feet failed in 
repeated tests. Patch tests were made with the fungicide used 
and from the results obtained it was deduced that the 
dihydroxydichlorod Imett was the offender. Tests were 
made also with materials from the shoes. Patch tests with a 
rubber adhesive surface of the cloth lining, a coated or impreg- 
nated fabric and the insole packing produced positive reactions. 
It was concluded that this patient had a contact dermatitis of 
the feet from materials in a pair of shoes. It was complicated 
by a fungicide. This diagnosis was proved correct because the 
institution of care and management brought about a prompt 
involution. Patients who complain of their feet itching on 
removing their shoes at night should have patch tests per- 
formed with the shoes. Footwear is a common cause of con- 
ditions given the lay diagnosis of athlete’s foot. 
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Journal of Urology, Baltimore 
60:797-1162 (Dec.) 1948. Partial Index 


Clinical Endocrinology and Cancer Problem. C. P. Rhoads.—p. 797. 
Investigative Approaches to Physiology of Reproduction. C. Huggins. 


—p. 812. 
Instrumental Visualization of Renal Pelvis and Its Communications: 
sag of New Method; Preliminary Report. H. R. Trattner. 
seaioaiind of Kidney. T. E. Bibson.—p. 838. 
Transthoracic Nephrectomy. H. Mortensen.—p. 855. 


_ Transureteropyelostomy and Transuretero-Ureterostomy: Indications and 


Operative Technic. T. D. Moore.—p. 859. 

*Formation of Artificial Urinary Bladder with Perfect Continence: 
Experimental Study. S. W. Rubin.—p. 874. 

Transurethral Resection for Neurologic Bladder. J. E. Dees.—p. 907. 

Faulty Healing of Suprapubic Sinus, Resulting in Fatal Peritonitis: 
Report of 2 Cases in Paraplegics. V. A. Pate Jr. and R. C. Bunts. 

—p. 915. 

*Advantage of Suprapubic Drainage Over Catheter or Other Methods of 
Urinary Drainage in Acute Bladder Paralyses Which Result . from 
Traumatic Injuries of Spinal Cord. M. L. Boyd.—p. 922. 

1.8 Per Cent Urea Solution as Isosmotic Fluid for Transurethral Pros- 
tatic Resection. C. E. Ebert and L. Bavetta.—p. 933. 

New Diagnostic Methods in Prostatic Cancer: I. Investigation of 
Chromatographic Adsorption Technic for Qualitative Analysis of 
Urinary 17-Ketosteroids. H. Brendler and W. W. Scott.—p. 937. 

Urethrography in Infants and Children. L. E. Hackworth.—p. 947. 

Neurogenic Pain Simulating Urinary Tract Disease. L. Motley.—p. 952. 

“Treatment of Acute Uncomplicated Gonococcal Urethritis with Single 

se Water-Soluble Penicillin Preparation. L. Loewe, T. Rosenthal, 
W. Leifer and others.—p. 958. 


Caronamide and Its Effectiveness in Urogenital Infections. D. D. 
Merren, M. L. Rosenberg and S. A. Vest.—p. 964 
Streptomycin Treatment of Genito-Urinary Tuberculosis: Preliminary 


Report. 

—p. 974. 

Formation of Artificial Urinary Bladder. — Rubin 
describes formation of an artificial bladder from a portion 
of the sigmoid. He performed this operation successfully in 
7 dogs; the animals were continent and voided with good 
control. There is no reason why the procedure should not be 
attempted in man, especially when trying to cure infiltrating 
neoplasia of the bladder. With this procedure one can obtain 
a bladder which exhibits perfect control of the passage of 
urine through the urethra. The operation may be performed 
in man as a one stage procedure. It would be advisable to 
start with the bilateral implantation of the ureters into the 
desired area of the sigmoid colon. Following this, the necessary 
colon resections and anastomoses can be performed. Should the 
patient take a turn for the worse so that the rest of the pro- 
cedure could not be carried to a successful termination, a 
colostomy should be made for the deviation of the feces. The 
rest of the procedure could then be completed at a second stage 
when the patient’s condition is satisfactory. 

Suprapubic Drainage in Bladder Paralysis.—In Boyd's 
experience treatment of disturbances of micturition accompanying 
acute injuries to the spinal cord is best accomplished by 
cystotomy except in patients having lesser injuries with transient 
disturbances of micturition. Suprapubic drainage can be tem- 
porary or permanent depending on the extent and duration 
of the disturbance of bladder function and, also, on whether or 
not adequate bladder function can be restored by transurethral 
resection of the bladder neck. Automatic micturition and most 
of the other types of abnormal micturition which occur in these 
patients are not satisfactory and rarely should be permitted 
to continue. Cystotomy should be performed at once in nearly 
all of the cases of paralysis in which it is likely that disturbances 


J. K. Lattimer, W. H. Stearns, J. B. Amberson and others. 


‘of micturition will continue for more than six or eight weeks. 


The benefits of cystotomy are: 1. There is adequate urinary 
drainage which avoids overdistention of the bladder and permits 
a bladder infection to be well controlled because of the adequate 
drainage by bladder irrigations and urinary antiseptics. 2. Trau- 
matism of the urethra by a catheter does not occur, and urethral 
and periurethral infections, prostatitis, seminal vesiculitis and 
epididymitis are avoided. In the author’s experience the 
patients’ families and unskilled attendants find it much easier 
to care for cystotomy patients than they do for those having 
unsatisfactory types of abnormal micturition or intermittent or 
continuous catheter treatments. 

Single Dose of Penicillin for Gonococcic Urethritis.— 
This communication by Loewe and his associates deals with a 
new treatment of acute uncomplicated’ gonococcic urethritis. 
Treatment consists of a single dose of 300,000 units of penicillin 
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in gelatin-dextrose mixture. The penicillin gel was administered 
to the first 52 patients of the series as a shallow intramuscular 
deposit in the thigh. The remaining 90 patients, because of 
ease of administration and as a time-saving device in the 
ambulatory subject, received the injection in the deep sub- 
cutaneous tissues of the posterior aspect of the upper arm. Of 
128 patients available for statistical study, 123 were satis- 
factorily “cured” and 2 had reinfections. 


Kansas Medical Scciety Journal, Topeka 
50:1-56 (Jan.) 1949 


Migraine. B. L. Keyes.—p. 1. 
Treatment of Genitourinary Tuberculosis with Streptomycin. 
Mitchell.—p. 7. 
*Treatment of Acute Stage of Anterior Poliomyelitis (Study on Use of 
Curare). M. E. Pusitz.—p. 11. 
Recurrent Ileus Due to Gallstones. 
17. 


A. D. 


L. E. Vin Zant and J. S. Hibbard. 


Treatment of Acute Anterior Poliomyelitis.—Pusitz 
treated 104 consecutive cases of acute infantile paralysis in 
the epidemic of 1946. Twelve cases of mild disease were treated 
in the home. In this group neostigmine was used alone with 
fair effect in relieving pain and muscle spasm. Of the 92 
hospitalized patients, 14 were treated with hot packs; 3 of 
these were effectively treated with hot packs alone; 2 had 
neostigmine added to obtain relief. In 3 cases of hot packs and 
neostigmine the relief was not adequate, but immediately became 
adequate when the patients were switched to curare therapy 
alone. In 6 cases hot packs were not effective enough and 
so the patients were immediately transferred to treatment with 
curare alone without neostigmine. All obtained immediate 
relief with curare. Curare was used in a total of 53 cases. The 
drug was administered intramuscularly three times daily, starting 
with a minimum dose of 0.9 unit of intocostrin® per kilogram 
of body weight, and increasing gradually until an effective dose 
was reached, never more than 1.5 units. In no case did curare 
fail to relieve pain to the major extent, and the same was true 
for muscle spasm. There was absolutely no residual paralysis 
in 57 of the hospitalized and in 11 of the not hospitalized 
patients. There were 6 deaths. There were 6 cases of involve- 
ment of the upper extremities, and in only 1 of these was 
there residual paralysis of the deltoid. Of 17 patients with 
braces, 4 discarded the braces within four months. Thirteen 
were still using braces in November 1947. Two are seriously 
paralyzed with involvement of the upper and lower extremities. 
No true scoliosis has appeared and all contractures have so 
far been adequately taken care of. 


Medicine, Baltimore 
27:379-457 (Dec.) 1948 

Clinical Features and Pathogenesis of Tropical Sprue: Observations on 
Series of Cases Among Italian Prisoners of War in India. M. Stefa- 
nini.—p. 379. 

* Diabetic Glomerulosclerosis: Clinical and Pathologic Observations with 
Special Reference to Doubly Refractile Fatty Cells and Casts in 
Urine. H. Rifkin, J. G. Parker, E. B. Polin and others.—p. 429. 
Diabetic Glomerulosclerosis.—Rifkin and his associates 

point out that in 1936 Kimmelstiel and Wilson described a 

renal glomerular lesion, which they called intercapillary 

glomerulosclerosis. This was found in association with a 

previous history of diabetes, severe and widespread edema of 

the nephrotic type, gross albuminuria, frequently with hyper- 
tension and renal decompensation. In addition to the striking 
hyaline thickening of the intercapillary connective tissue of 
the glomerulus, they described a deposition of fat with focal 
areas of doubly refracting lipid in the tubules and in the inter- 
stitial tissues of the kidney. It was the contention of these 
authors that this lesion was essentially degenerative in nature. 

They suggested that arteriosclerosis and diabetes may play 

a part in its causation. Since this original description, a 

number of excellent reports have appeared in the literature 

expressing varied opinions concerning the relationship of the 
histologic lesion in the glomerulus to diabetes mellitus. The 
authors present observations on 45 patients in whom during 
life a diagnosis of diabetic glomerulosclerosis had been made. 
Twenty-two of these patients came to necropsy and 21 of 
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these revealed histologic evidence of the specific glomerular 
lesion. The authors. conclude that a distinct clinical picture is 
associated with diabetic glomerulosclerosis. This picture includes 
diabetes, edema, hypertension, combined diabetic and hyper- 
tensive retinopathy, albuminuria and lipid cells in the urinary 
sediment. The development of the clinical syndrome is related 
to the combined effects of renal arteriolar and glomerular 
capillary lesions. The presence of doubly refractile fatty cells 
or casts in the urinary sediment establishes the diagnosis of 
diabetic glomerulosclerosis, provided it is properly related to 
other clinical data. 


New England Journal of Medicine, Boston 
240:81-118 (Jan. 20) 1949 


*Gastrojejunocolic Fistula: Review of 9 Cases, with Use of Vagus 
Resection as Part of Operative Procedure on One. H. H. Faxon and 
W. G. Schoch Jr.—p. 81. 

Brg Without Jaundice and Without Hepatomegaly. T. J. Domenici. 


88. 
pore. Focal Edema of Brain in Children with Head Injuries. W. Pickles. 


Saacivenet Azotemia: Report of Severe Case we Recovery. C. F. Appel 
and J. H. Townsend.—p. 95. 
Antibacterial Chemotherapy. A, Goldstein.—p. 98. 
Peptic Ulcer of Esophagus with Stricture Formation.—p. 107. 
Hematoma of Broad Ligament and Sigmoid Mesentery.—p. 111. 
Gastrojejunocolic Fistula.— According to Faxon and 
Schoch gastrojejunocolic fistula following gastrojejunostomy is 
one of the most serious complications of gastric surgery. The 
authors report 9 patients with this complication and review 
the literature. The symptoms are usually attributable to the 
secondary effects of diarrhea induced by the reflux of irritating 
contents of the large bowel into the upper jejunum and stomach. 
The treatment of gastrojejunocolic fistulas is surgical and 
consists of removing the fistula, restoring bowel continuity and 
correcting the ulcer diathesis. Preparation of the patient for 
excision of the fistula should include the institution of an 
ascending colostomy as recommended by Pfeiffer as a pre- 
liminary procedure in all patients whose general condition is 
unsatisfactory. The tendency in these patients for an ulcer to 
become reactivated after an excision of the fistula and restoration 
of intestinal continuity is so strong that unless corrective surgical 
measures have been carried out at the earlier operation they 
should be adopted before the patient is finally discharged from 
the hospital. A case is cited for the first time in which, after 
excision of the fistula, transthoracic vagotomy was used as the 
definitive treatment of the ulcer diathesis. This patient was 
asymptomatic a year after the vagus resection. 


Quart. Bull. of Sea View Hospital, Staten Island, N.Y. 
10:47-92 (April) 1948. Partial Index 


*Decortication and Lobectemy for Uncontrolled Pulmonary Tuberculosis 
with Tuberculosis Em,,ema or Unexpandable Lung. I. A. Sarot. 


for Thirty Minutes, Kidney Shutdown, Uremia and 
Recovery. C. P. Bailey and L. Rubenstein.—p. 60. 
Decortication and Lobectomy for Tuberculosis.—Sarot 

reports 2 cases of uncontrolled lobar tuberculosis, one of which 
was complicated by a mild tuberculous empyema, the other by 
an unexpandable lung. Each was treated successfully by 
lobectomy (with extrapleural dissection) and decortication of 
the remaining lobe. It is suggested that when a pneumothorax 
has been unsuccessful in obtaining cavity closure despite a 
seemingly adequate anatomic collapse of the diseased lobe, one 
should proceed with lobectomy (and decortication, if necessary) 
if the lung is slow in reexpanding rather than expose the 
patient to the risk of spread of the disease during a prolonged 
period of reexpansion before thoracoplasty. 


Rocky Mountain Medical Journal, Denver 
46:1-88 (Jan.) 1949 


Psychological Factors in Everyday Practice. O. S. English.—p, 21. 

Current Therapeutic Procedures in Coronary Disease. W. S. Middleton. 
—p. 27. 

with Aplastic or Refractory Anemia. E. Hildebrand 
and J. A. Layne.—p. 32. 

Inversion of Uterus: Report of Case. . Mundt.—p. 36. 

Carcinoma of Skin. T. K. Mahan.—p. 

Malignancy Records. C. L. Shields.—p. "a 
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Australian and New Zealand J. Surgery, Sidney 
18:75-167 (Oct.) 1948 


*Painful Sequelae of Injuries to Peripheral Nerves. 
Kelly.—p. 75. 

End ‘Results of Operations for Intrathecal Extramedullary Spinal Tumors, 

with Report of 9 Patients Whose Tumors Were Removed Between 14 


S. Sunderland and 


and 22 years Ago. L. Rogers.—-p. 119. 

Trend in Urologic Practice Abroad. H. Mortensen. —p. 124. 

Painful Sequelae of Injuries to Peripheral Nerves.—In 
the 278 cases analyzed by Sunderland and Kelly, severe pain in 
the hand or foot persisted for at least five weeks after the 
receipt of an injury to a nerve trunk and the pain was not 
related to damage or to involvement of non-neural tissues. The 
term causalgia has been applied to this pain, which is primarily 
a sequel of gunshot lesions in which stretch of the nerve 
appears to play an important part. In the great majority of 
cases it follows damage to the main sensory pathways from the 
palm or the sole. The higher in this pathway the level of the 
lesion, the more likely is causalgia to ensue. Its incidence bears 
no relation either to neuroma formation or to the degree of 
visible damage to nerves or other tissues. Though sympathec- 
tomy has proved valuable, there is no other evidence to suggest 
that the sympathetic system is especially involved. The clinical 
evidence suggests that the painful sequelae of nerve injuries 
are the effect of the spread of damage to the central nervous 
system by retrograde and transneuronal changes. A center of 
abnormal spontaneous activity is thereby set up in the cord, 
which acts as a focal point for the dissemination of spreading 
disturbances involving wider and wider areas of the cord. 
These produce effects on the peripheral tissues via adjacent 
posterior roots (hyperalgesia), while a succession of abnormal 
impulses reaches the cerebrum, producing effects on the sen- 
sorium (spontaneous pain). Anatomic and physiologic evidence 
is produced which lends support to this interpretation. In most 
cases of causalgia there is spontaneous cure, and surgery should 
therefore be reserved for the cases of severe and stubborn 
causalgia. 


British Journal of Industrial Medicine, London 
6:1-64 (Jan.) 1949 
Chemical Carcinogenesis: Review. 
*Fluctuating Atmospheric Pressures: Novel CRE 
Observed in Submarines. F. P. Ellis.—p. 24. 
Health and Environmental Conditions in Brickworks. 

and N. M. Potter.—p. 31. 

Atmospheric Pressures in Submarines.—Ellis points out 
that in recent years the need has been stressed for relating the 
design of fighting equipment to the physiologic characteristics 
of the men who must operate such equipment. The changes in 
environment encountered in submarines, although of less violent 
degree than those experienced by airmen, nevertheless involve 
certain hardships. The importance of providing the submarine 
sailor with an optimal environment is still less generally appre- 
ciated than in the case of air crews. The introduction of the 
“snort” or “schnorkel” to British submarines led to a review of 
the human factors which are related to the design and operation 
of modern submarines. The German “schnorkel” or British 
“snort” consists of a hollow mast which can be raised or 
lowered and connects the interior of a submerged submarine 
with the ambient air above the surface of the sea. Flooding of 
the submarine is prevented by a float-operated valve at the 
upper end of the mast. The mast contains an induction pipe 
through which air is drawn into the submarine, and an exhaust 
pipe through which the exhaust gases pass to an outlet a few 
feet below the inlet to the schnorkel induction, where the gases 
bubble out below the surface of the sea. The “snort” permits 
the batteries to be charged in greater safety than previously. 
An opportunity for examining the nature of the pressure varia- 
tions and certain related chemical changes in the atmosphere 
arose during an early “snorting” cruise in temperate waters in 
a British submarine, which proceeded on the main engines and 
the snort by day; and:at greater depths on the motors with the 
snort lowered in the hours of darkness. The author describes 


I. Hieger.—p. 
Variant 
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pressure measurements and chemical measurements that were 
made and the effects of changes in these factors on the crew. 
There is no evidence to suggest that special conditions will 
occur in snort-fitted submarines to influence adversely the health 
or efficiency of the crews, provided that the provision of an 
optimal environment for the men is borne in mind at all times 
by those responsible for designing the submarines and for 
handling them after they are built. 


British Journal of Ophthalmology, London 
33:1-66 (Jan.) 1949 


Rupture of Zonule in Intracapsular Cataract Extraction—New Method. 
D. B. Kirby.—p- 3. 
Studies on Intra-Ocular Fluids: 


I. Reducing Substances in Aqueous 
Humor and Vitreous Body.  S. 


Duke-Elder and H. Davson. 

—p. 21. 

Stabilization of Refraction and Its Role in Formation of Ametropia. 
A. Kettesy.—p. 39. 

Pigment-Anomaloscopy: 
A. Kettesy.—p. 47. 

New Method of —, the Screen Test for Inter-Ocular Muscle 
Balance. V. T. Lees.—p. 54. 


New Procedure for Testing Color-Sense. 


British Medical ities London 
1:83-122 (Jan. 15) 1949 


Pulheems: New System of Medical Classification. R. T. Fletcher.—p. 83. 

“Paludrine” (Proguanil) in Prophylaxis and Treatment of Malarial 
Infections Caused by West African Strain of “ Falciparum, G. Covell, 
W. D. Nicol, P. G. Shute and M. Maryon.—p. 88. 

R. N. Chaudhuri and H. Chakra- 


Intravenous ‘ (Proguanil). 
varti.— . 
*Plasma-Cell ” Mastitie: Report of Case with Bilateral Involvement. 


M. Cutler.—p. 94 

Two Common Non-Malignant Conditions of Breast: — Features of 
Cystic Disease and Pain Syndrome. D. H. Patey.—p. 

Amethocaine Hydrochloride: Severe Toxic Effects when Used for Bron- 


choscopy. C. A. Jackson.—p. 99. 
“Gammexane”’ and Mosquito Control in Belgian Congo. G. Davidson. 
—p. 101 


Plasma Cell Mastitis.—According to Cutler, plasma cell 
mastitis is a clinical and pathologic entity of uncertain etiology. 
The onset is sudden, with pain, tenderness and redness of the 
skin. At first the whole breast is swollen and the axillary 
nodes are enlarged and tender. Usually there is some rise in 
temperature, and sometimes there are chills. A creamy dis- 
charge from the nipple is not uncommon. The acute symptoms 
soon subside, and the process enters the subacute stage. The 
pain and tenderness diminish and the swelling decreases, leaving 
a diffuse nodularity. After a relatively short period the sub- 
acute signs disappear and the disease enters a chronic stage. 
There remains a discrete, hard, solid residual mass with attach- 
ment to the overlying skin and often retraction of the nipple. 
The axillary nodes are usually enlarged and firm. The breast 
presents the picture of mammary cancer, rendering a diagnosis 
of cancer almost imperative, and it is only by eliciting from the 
patient the details of the initial inflammatory phases of the 
disease that an error in diagnosis is avoided an‘ the patient 
saved from a radical mastectomy. After the diagnosis has 
been established by biopsy, treatment should consist of irradia- 
mastitis with bilateral involvement is reported in which irradia- 
tion during the acute or subacute stages followed by conserva- 
tive surgical excision of the remnant. A case of plasma cell 
tion demonstrated the lesion to be highly radiosensitive. 


Edinburgh Medical Journal 
55:641-704 (Nov.) 1948 


Valedictory Address. W. F. T. Haultain.—p. 641. 

Sclerosing Angioma—A Non-Melanotic Pigmented Tumor of Skin. 
E,. K. Dawson.—p. 655. 

Role of Surgery in Treatment of Carcinoma of Cervix. C. D. Read. 
—p. 675. 

Quarantine for Plague in @)-: During Sixteenth and Seventeenth 
Centuries. J. Ritchie.—p. 691 


Journal of Tropical Medicine and Hygiene, London 
52:1-22 (Jan.) 1949 
Incidence of Protozcal and Bacillary Intestinal Infections in Men of the 


Royal Air Force Returning ee Service in Tropical and Subtrepien! 
Lands.. A. G. .Rickards.—p. 


Diagnosis of Schistosomiasis ‘Rectal and Vesical Snips Based on 150 


Autopsies. M. Gelfand and W. F. Ross.—p. 
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Acta Clinica Belgica, Brussels 
3:305-394 (July-Aug.) 1948. Partial Index 
*Clinical Observations on Treatment of Bouillaud’s Disease with Sodium 

Salicylate and Acetyl Salicylic Acid. J. Roskam.—p. 305. 

Indications for Surgical Treatment of Essential Arterial Hypertension: 
e Results. L. Dumont and A. Divey.—p. 312. 

Salicylates in Rheumatic Fever.—Roskam says that 
among 53 patients with acute polyarticular rheumatism treated 
at his clinic at the university of Liége between 1938 and 1948 
there were 7 who did not respond to sodium salicylate. All of 
these were treated later with acetylsalicylic acid and responded 
favorably to this treatment. The author presents the histories 
of 4 patients which show the superiority of acetylsalicylic acid 
over sodium salicylate in certain cases of polyarticular rheuma- 
tism. The author demonstrates on the basis of a case history 
the importance of the determination of the sedimentation rate 
of the erythrocytes during the treatment of rheumatic fever. 


Acta Haematologica, Basel 
1:153-216 (No. 3) 1948. Partial Index 

Arthralgic Leukemia in Children. J. Bichel.—p. 153. 

Histogenesis and Diagnosis of Osseous Type of Gaucher’s Disease. 
M. Block and L. O. Jacobson.—p. 165. 

*Intravenous Iron Therapy. K. Agner, N. S. E. Andersson and 
N. G. Nordenson.—p. 193. 
Intravenous Iron Therapy.—Agner and his associates say 

that although iron deficiency anemias are usually most effec- 

tively treated by the oral administration of iron, in certain 
dyspeptic disturbances intravenous therapy might be desirable. 

An iron preparation made from spleens of horses proved to 

have an antigenic effect and sometimes caused severe secondary 

reactions when injected intravenously. The preparation now 
used by the authors for intravenous administration is a colloid. 

They report 20 cases in which they used this colloidal ferri-iron. 

Seventeen of the patients responded with an. increase in hemo- 

globin, erythrocytes, reticulocytes and iron content of the serumi. 

Subjective improvement was observed in 19 of the patients. 

There were no undesirable secondary effects in connection with 

the injections, but the authors stress that paravenous injection 

of the iron solution must be avoided. 


Archiv fiir Psychiatrie u. Nervenkrankheiten, Berlin 
180 :529-850 (Sept. 16) 1948. Partial Index 


*Neuritis and Polyneuritis After 
Further Lg Problem: 
A, Bannwarth.—p. 

Peculiar Cerebral < pBraay Produced in Dogs by Depot Insulin. F. Tébel. 
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Typhoid-Paratyphoid Vaccination; 
“Allergy and Nervous System.” 


Serofibrinous Meningopathy of Spinal Canal 

Injury. G. Schaltenbrand and F. Tébel.—p. 592 
Psychologic Examinations of Patients with Brain Injuries. IV. Dis- 

turbance of Memory Due to Brain Trauma. A. Busemann.—p. 616. 
Study of Cerebral Thrombo-angiitis Obliterans. J. E. Meyer.—p. 647. 
Neurogenic Form of Sudeck’s Syndrome. J. Hirschmann.—p. 681. 

Neuritis After Typhoid-Paratyphoid Vaccination.-- 
Bannwarth reports 8 soldiers with neuritis or polyneuritis 
after typhoid-paratyphoid vaccination. There was a definite 
causal relationship between the vaccination and the disease 
which occurred in 5 of the men after the second or third vac- 
cination, and in 3 after the first vaccination. Three patients 
had acute neuritis of the brachial plexus, 1 had abortive poly- 
neuritis and 1 bilateral neuritis of the lumbosacral plexus. The 
remaining 3 presented the classic picture of the Guillain-Barré 
syndrome. Great increase in the protein in the cerebrospinal 
fluid without corresponding increase in cells was particularly 
pronounced in these 3 patients. Milder changes in the cerebro- 
spinal fluid were observed in the other patients. The poly- 
neuritis or neuritis after typhoid-paratyphoid vaccination is a 
sequel of an allergic, or parallergic reaction to the parenteral 
introduction of antigens of dead bacilli, resulting in an allergic- 
hyperergic serous inflammation of the peripheral nervous system, 
particularly of its roots. Patients with this inflammation may 
present not only the syndrome of Erb’s paralysis, but also the 
classic picture of Guillain-Barré syndrome. Inflammatory 
processes in the peripheral nervous system after typhoid-para- 
typhoid vaccination are rare. 
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Schweizerische medizinische Wochenschrift, Basel 
78:1273-1296 (Dec. 31) 1948. Partial Index 
What Does Modern Bronchoscopy Provide for? H. Iselin.—p. 1273. 
Value of Contact Glasses as Carriers of Drugs and as Formers of Organ 
in Injuries of Eyes from Caustics, and as Cosmetic Prostheses. 

J. Strebel.—-p. 1275. 

Synthetic Production, Properties and Effects of Histamine- Antigen (His- 

). St. Went and L. Kesztytis.—p. 1276. 
*Clinical "Contribution to Methyl! Bromide Poisoning. G. Nager.—p. 1280. 
*Acute Aniline Poisoning, Its Clinical-Hematologic Course and Its Treat- 

ment. B. Jasinski.—p. 1282 

Methyl Bromide Poisoning.—Nager reports 1 case of 
chronic methyl bromide poisoning in a man aged 24 who was 
working in a chemical laboratory in which ethyl bromide was 
produced with the aid of methyl alcohol. About 150 Gm. of 
the substance escaped into the air in gaseous form in six hours. 
After one month of work in this laboratory hyperexcitability, 
mild acoustic disturbances, garrulity and disturbances of memory 
were evidenced. A few days later a manic state with delusions 
of persecution developed. The latency of symptoms in methy! 
bromide poisoning may be explained by the slow occurrence of 
cerebral hemorrhages which lead to foci of softening, while, as 
a rule, ganglion cells are not destroyed. Methyl bromide should 
not be used without protective measures, particularly as a fire 
extinguishing substance or an insecticide. Methyl bromide 
should be used only in closed systems. 

Acute Aniline Poisoning.—Jasiiski reports a case of acute 
aniline poisoning in a man aged 50 who had been working for 
twenty-one years as a dyer in a dye plant. During the drawing 
off of aniline from a barrel under pressure, the aniline splashed 
over the patient’s clothes. On admission to the hospital the 
patient presented severe cyanosis of the ears, the hands and the 
legs. The patient’s blood had a dark brown color, but met- 
hemoglobin could not be demonstrated in the serum. Spec- 
troscopic examination of the hemolyzed blood revealed an 
absorption band highly characteristic of methemoglobin. Tie 
methemogiobin content of the blood was about 60 per cent. 
The blood count revealed the presence of 68 per thousand of 
inner bodies. The maximum ratio of inner bodies (288 per 
thousand) was observed on the fourth day, when methemoglobin 
could no longer be demonstrated in the blood on spectroscopic 
examination. The inner bodies were present in the blood for 
about four weeks. Irreversible damage to the erythrocytes was 
manifested by the presence of the inner bodies. The patient was 
given large doses of ascorbic acid and made a complete recovery. 
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25:89-146 (Jan. 10) 1949. Partial Index 
Cerebral Scars in Chiidren Affected by Infantile Hemiplegia. M. R. 
Klein.—p. 89. 
an. Technic For Communicating Hydrocephalus. M. R. Klein. 
J. Lepintre and M. R. Klein. 
Late Results. M. R. 


M. R. Klein 


Subdural Hematoma in Suckling Babies. 
97 


Treatment of Little’s Disease; 

Klein and J. Lepintre.—p. 110. 

*Leukotomy Performed on Children and Its Indications. 

and G. Tardieu.—p. 113. 

Leukotomy in Children.—Klein and Tardieu performed 
leukotomy on 8 idiotic children between the ages of 2 and 15 
years, 5 of them aged less than 7 years. Bilateral section of 
the white matter was carried out with the aid of Cushing's 
trocar, on a plane corresponding to the coronal suture. There 
were no untoward reactions. The children seemed to feel 
comfortable immediately after the intervention. They remained 
quietly in bed, agitation subsided and they took notice of 
objects. They also acquired some automatisms. Institutionali- 
zation was no longer necessary. The children could be left 
alone with their toys; they were able to go around safely in 
the apartment and they could eat at the table. These resuits 
warrant leukotomy in idiotic children with an intelligence 
quotient of 20 to 30 or less, with generalized cerebral lesions 
demonstrated by electr phy or with a normal 
encephalogram but with diffuse lesions such as microhydro- 
cephalus demonstrated by ventriculography—i. e., in those 
cases in which any other method of treatment does not offer 
any hope. 
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Book Notices 


The Business Side of Medical Practice. By Theodore Wiprud, Execu- 
tive Director and Secretary of the Medical Society of the District of 
Columbia, Washington, D. C. Second edition. Cloth. Price, $3.50. 
Pp. 232, with 23 illustrations. W. B. Saunders Company, 218 W. Wash- 
ington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London W.C. 2, 
1949, 


“The Business Side of Medical Practice” is far from being 
the stilted textbook which the title might indicate. On the con- 
trary, it is a fascinating insight into a side of medicine that 
rarely receives attention or publicity. Mr. Wiprud points up 
the direction of his book when he states, “There is no substitute 
for personal efficiency, nor can it be acquired without effort. 
Whatever his feeling in the matter may be, the doctor must 
face the fact that the success of his practice lies in his being 
prepared to meet as nearly as possible all demands on him. 
Relying on the plea that only scientific knowledge is expected 
of him is merely evading the responsibility which present con- 
ditions have thrust upon the medical profession.” To all doctors 
the author shows the ways to increase this personal efficiency. 
Sound methods are presented on matters of office management. 
Equally sound advice is offered in regard to the building of a 
private practice, the legal aspects of medical practice and the 
consideration of the doctor’s own financial affairs, including 
investments, insurance and even wills and estates. Careful 
thought and consideration is given to the importance of self 
expression, both written and oral. “Satisfying progress in the 
practice of his profession,” states the author, “is seldom made by 
the physician who can neither write for scientific publications 
nor speak acceptably before groups of his colleagues. There are 
occasions, too, when he is called upon to do one or the other 
or both for lay groups.” 

Even the more nebulous subjects of “Opportunities for Medi- 
cal Leadership” and “Fair Competition Among Physicians” are 
deftly handled in two separate chapters. Finally, Mr. Wiprud 
draws from his sixteen years of experience as a medical society 
executive and helps the doctor look to the fu:ure. He concludes 
that only one thing is certain, “the physician in private practice 
has still to feel the impact of what has already taken place.” 


Clinical Aspects and Treatment of Surgical Infections. By Frank 
Lamont Meleney, M.D., F.A.C.S., Associate Professor of Clinical Surgery, 
College of Physicians and Surgeons, Columbia University, New York. 
With a foreword by Allen 0. Whipple, M.D. Cloth. Price, $12. 
Pp. 840, with 287 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London 
W.C, 2, 1949. 

This is a unique study from the surgeon's point of view of 
a field largely dominated by the bacteriologist. Those who 
read it will not be disappointed. The book is replete with 
illustrated case histories which are often classic descriptions. 
The method of approach to the treatment of surgical infections 
is always practical. 

The advent of the antibiotics and chemotherapy has con- 
siderably lessened the incidence of serious infection in every 
general hospital. Interns, who in former days would have 
spent long hours with the dressing cart irrigating and dressing 
profusely discharging wounds, rarely encounter these problems 
in their brief experience. Yet the proper time for drainage, 
the recognition of a concealed abscess and the management of 
infections not responding to newer therapy will be recurring 
problems. Added to this is the ever present danger that 
resistant bacterial strains may appear in large numbers. The 
chapters on peritonitis, mediastinitis, cholecystitis and appen- 
dicitis are especially good. The problem of the surgical manage- 
ment, the necessity of adequate drainage and other than routine 
use of one or another drug are emphasized. Cultures from 
wounds or body fluid are stressed. The role of the surgeon is 
still important and is not yet solved by injections, miraculous 
though they be. The author’s long experience and his descrip- 
tions of the successful management of serious infections prior 
to the advent of chemotherapy are of educational importance. 
This book is especially recommended for the younger surgeon, 
for he is too apt to rely on the newer drugs instead of some 
thoroughly tested surgical principles. 
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Education for the Health Services. By George St. J. Perrott, Chief, 
Division of Public Health Methods, United States Public Health Service, 
and others. A Report to the Temporary Commission on the Need for a 
State University. New York State Legislative Document (1948) No. 32. 
Paper. Price, 40 cents. Pp. 170, with 17 illustrations. University of the 
cae of New York, the State Educatior Department, Albany 1, N. Y., 

This volume is one of a series of reports designed to explore 
the need for as state university including professional schools 
in New York State. A technical committee was appointed to 
survey the professional personnel and training situation in the 
state. Studies were undertaken in this connection of physicians 
and medical schools, dental personnel and schools, and nurses 
and schools of nursing, based largely on data for 1945-1946, but 
in appropriate instances including available 1946-1947 figures. 
Data compiled in earlier studies by various legislative com- 
missions were also utilized in the report. 

The committee has given consideration to the concept of 
medical centers in health service regions and has emphasized 
the important influence which the medical school may exert on 
the standards of medical practice throughout the section of the 
country in which it is located. 

At the outset the committee points out that its data are 
insufficient to be considered more than suggestive, but that they 
are offered as a frame of reference within which further studies 
may be undertaken. In its conclusions, the committee asserts 
that present facilities in New York State are inadequate to 
provide professional education for qualified resident youth and 
that economic barriers further restrict opportunity. Student aid 
funds and graduate scholarships are suggested as a partial 
solution. In view of the favorable socioeconomic status of New 
York State, which is reflected in demand for health services, 
the committee maintains that present rate of personnel supply 
cannot effectively meet the demands of the people for professional 
health services. While the present rate of supply of physicians 
in New York State is adequate to meet current demands, the 
committee points out that much of the supply results from 
immigration of physicians trained in other states. The supply 
of dentists is labeled insufficient to meet the dental health needs 
of the people, and a serious deficiency in nursing personnel is — 
remarked. 

The Committee strongly advocates the development of the 
regional health service and medical center plan which was previ- 
ously proposed by two state legislative commissions. The need 
for continuous and adequate financial support to activate such 
a plan is stressed and the broad precedent for New York in the 
assumption of state responsibility for education for the health 
professions is cited. While the document is applicable specifi- 
cally to New York State, it will be of interest to all those 
broadly concerned with education for the health services and 
to those in situations where problems of education of such 
personnel may be somewhat similar. 


The Filterable Viruses. By Francis 0. Holmes. Supplement No. 2, 
Bergey’s Manual of Determinative Bacteriology, Edition V1, 1948. Cloth. 
Price, $2.50. Pp. 1127-1286. Williams & Wilkins Co., Mt. Royal & 
Guilford Aves., Baltimore 2, 1948. 

In this book the viruses are treated as members of an order 
consisting of 13 families, 32 genera and 248 species. Bacterio- 
phages constitute one subgroup, viruses causing diseases in seed 
plants are a second subgroup, and the third subgroup consists 
of viruses causing diseases in animals. The author points out 
that this subgrouping of viruses may have to be changed with 
advances in knowledge. Each species is discussed first from the 
standpoint of derivation of the name and is followed, where 
applicable, by the headings: common names, host, insusceptible 
species, geographic distribution, induced disease, transmission, 
serologic relationships, immunologic relationships, thermal inac- 
tivation, filterability, other properties and literature. The large 
number of viruses now recognized makes it imperative that they 
be named and classified. Some time will probably pass, how- 
ever, before the average physician recognizes Legio debilitans 
as poliomyelitis virus and Erro scelestus as St. Louis encepha- 
litis virus. The book is well indexed and contains an abundance 
of information about the viruses. It should prove of great value 
to the student of infectious diseases. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OP 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY, 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


DIPHTHERIA IMMUNIZATION IN ADULTS 
To the Editor:—In adults receiving active immunization against diphtheria, 
are dosages of 1% cc., 42 cc. and 14 cc. of fluid diphtheria toxoid admin- 
istered at intervals of three weeks considered to be effective? If not, 
what are the smalles and the fewest injections that can 
considered as suitable. in adults? Daniel Haffron, M.D., Elgin, Ill. 


Answer.—Although three doses of % cc. each of fluid diph- 
theria toxoid are often recommended, the dosage that you 
mention would prove probably to be satisfactory. If fewer 
injections are desired, two doses (0.5 cc. each) of diphtheria 
toxoid alum precipitated could be administered, the interval 
between injections being about six weeks. With the highly 
refined diphtheria toxoid alum precipitated which is now avail- 
able, unpleasant reactions are uncommon even when this product 
is used for adults. 


ALKALINE SULFONAMIDE COMPOUNDS 
To the Editor:—I\n administering sulfonamide drugs to infants and young 
children, is it to give alkali concomitantly? If so, how can the 
alkali (sodium bicarbonate) be made palatable and acceptable to these 
children? M.D., Ilinois. 


Answer.—Recent developments have indicated two satisfac- 
tory ways of administering sulfonamide drugs without giving 
sodium bicarbonate concomitantly. First, pharmaceutic firms 
have succeeded in incorporating the sulfonamide compound and 
the alkali in one preparation. Citrasulfas® (Upjohn) and sulfa- 
diazine with sodium lactate (MRT) are such_ products. 

Second, combinations of different sulfonamide drugs (sulfa- 
diazine, sulfamerazine and sulfamethazine) can be given. It has 
been shown that when two or more sulfonamide drugs are 
administered together their therapeutic effectiveness is additive, 
and yet their solubilities are independent and equivalent to 
that of approximately half the dose of each if given alone. 
Thus, the total sulfonamide blood level will be well below that 
at which crystalluria usually develops. 


NEW ANTIBIOTICS IN TUBERCULOSIS 


To the Editor:—What is the effect of the new antibiotics chloromycetin and 
Gureomycin against the tubercle bacillus? M.D., New York. 


Answer.—In vitro, chloromycetin has been found to produce 
complete inhibition of Mycobacterium tuberculosis (H37R+) 
(human) in a concentration of 12.5 micrograms per cubic centi- 
meter. Data on the effect of this antibiotic on tuberculosis in 
vivo are not available. 

Aureomycin is also active in vitro against M. tuberculosis 
and has had limited trial in tuberculous sinuses. As yet, insuffi- 
cient data have been accumulated to justify a statement as to 
the efficacy of this antibiotic in tuberculosis. 

Work is in progress at a number of institutions on the prob- 
lem of the effects of streptomycin, dihydrostreptomycin, other 
antibiotics and certain sulfones in various combinations on 
tuberculous infections. Preliminary work has not shown any 
decided advantage for any of the combinations thus far tried. 


TETANUS IMMUNITY 
To the Editor:—Does a person who has had tetanus have a permanent immun- 
ity to the disease if he has had 500,000 units of antitoxin? If not, would 
immunization with toxoid be apt to cause an exacerbation of the ition? 
Edmund A. Flexman, M.D., Milledgeville, Ill. 


ANSWER.—It is not possible to say definitely whether a 
patient who has recovered from tetanus under treatment with 
antitoxin will be permanently immune to tetanus. He may be 
regarded, however, as well protected against tetanus for several 
years after the infection. The injection of tetanus toxoid in 
such a patient might result in more or less violent reactions 
from the reintroduction of foreign protein. 


. A. M. A. 
MINOR NOTES 
HYPNOSIS IN DRAMATICS 
To the Editor:—Recently a school “show” was put on for the young 
student. Taking part in the show was a hypnotist. He hypnotized young 
children and then put them through the usual tricks. Is it quite the 
right thing to hypnotize immature children, some of them more than 
once, for a show? What is the latest opinion as to such performances? 
One psychiatrist says that he thinks it is bad. The local superintendent 
of schools and teachers had no part whatsoever in making up this pro- 
gram. It was one of a lyceum course which was given throughout the 
stete. J. F. Norman, M.D., Crookston, Mina. 


Answer.—A public performance, as stated, has the probability 
of doing great damage. Neurotic symptoms can be create 
readily by direct suggestion in the average adult. But, since 
children are more suggestible than adults, the potential harm 
is even greater. In competent hands hypnosis has no harmful 
effects, but where it is utilized for nonsensical and dramatic 
effects, and where removal of symptoms is attempted without 
some understanding of the dynamics of the subject’s personality, 
hypnotized persons may be adversely influenced. Since many 
youngsters have a sense of insecurity and are therefore poten- 
tially neurotic, they have serious problems in interpersonal 
relationships. They are apt to mistrust people and constantly 
doubt their motives. When they are exposed to an injudiciously 
applied hypnotic trance, they may become acutely upset, and 
so the mistrust and resentment becomes exaggerated. 

_ Most certainly, hypnosis should not be allowed outside of the 
medical profession, and laws are needed, forbidding the use of 
hypnosis for entertainment purposes. 

The induction of hypnosis itself involves the passivity of the 
subject, and suggestions. given to the subject are similar to 
those given in a child-parent relationship. The hypnotist there- 
fore becomes a commanding authority, and, once a person has 
been hypnotized, he is seldom capable of liberating himself from 
this authority. Self growth and the ability to become an inde- 
pendent and assertive person are most effectively achieved in 
an environment where the person is capable of working out his 
problem through his own capacities and resources. In the cir- 
cumstances mentioned above, there is grave danger that the 
children would be convinced that they are under the power of 
a stronger person, and they would comply because of their 
suggestibility and because they felt that compliance was expected 
of them. The mentally healthy person is one who can think 
for himself and who 1s not afraid to act in such a way that he 
not only is efficient, but also gets most enjoyment out of his 
activity. Thus anything that might handicap a person from 
attaining such free will should be prevented. 


UNILATERAL CONJUNCTIVITIS 
To the Editor:—A male patient has unilateral conjunctivitis. The tear sac 
and mei ian g do not show evidence of infection. Smear of eye 
shows a Staphylococcus aureus. He has had sulfonamide drugs, penicillin, 
bacitracin, Staphylococcus vaccine, tear sac and gland (meibomian) 
The eye clears and then the condition recurs. What is the rcxt 
M.D., Michigan. 


Answer.—The cause of the condition should be established 
before further therapy is indicated. The conjunctival secretion 
should be cultured under aerobic and anaerobic conditions. 
Conjunctival scrapings should be Giemsa stained and the find- 
ings should be interpreted according to Thygeson’s suggestions 
(Thygeson, P.: The Cytology of Conjunctival Exudates, Am. 
J. Ophth. 29: 1499 [Dec.] 1946). Self-inflicted injury should 
be suspected in recurrent conjunctival inflammations without 
apparent cause particularly when the eye on the side of the 
dominant hand is involved. If the inflammation is associated 
with preauricular adenopathy, Parinaud’s oculoglandular syn- 
drome must be considered. 
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SYMPATHETIC OPHTHALMIA 
To the Editor:—\s the accepted method of preventing sympathetic iritis the 
removal of the injured eye before even mild symptoms develop in the 
other eye? Is it known by what route the sympathizing eye becomes 
involved? M.D., Virginia. 


ANSWER. — Sympathetic ophthalmia is a specific bilateral 
inflammation of the entire uveal tract which almost invariably 
is preceded by a perforating injury involving uveal tissue. 
When irritation of the fellow eye develops the disease is already 
established and removal of the exciting eye does not alter the 
course usually, Ideally, a suspected eye should be enucleated 
within fourteen days of the injury before pathologic changes 
commence. Enucleation after this period does not seneny 
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prevent the occurrence of sympathetic inflammation. 
sation is not known. , 
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